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PREFACE  TO  THIRD  EDITION. 


There  are  here  fourteen  new  Lectures,  making  torty- 
nine  in  all,  exclusive  of  Appendices.  The  work  is 
thus  brought  nearer  to  completeness  than  former 
Editions.  Yet,  with  its  many  faults,  it  is  also  far 
from  complete.  Little  is  to  b'e  found  in  these 
Lectures  on  the  all-pervading  neurotic  conditions, 
and  the  neurotic  diseases,  of  women  :  and,  although 
the  Author  feels  himself  quite  unequal  to  the  work, 
he  may,  some  day,  venture  to  publish  a  Lecture  on  a 
subject  which  has  already  secured,  in  this  country, 
the  able  services  of  Dr.  Clifford  Allbutt. 

Dr.  Griffith  deserves  the  Author's  thanks  for  much 
assistance,  in  passing  this  Edition  through  the  press 
and  in  making  an  index. 


71  Beook  Street,  W. 

January  1886. 


PREFACE  TO  SECOND  EDITION. 


There  are  here  given  sixteen  additional  Lectures,  in 
all  thirty-five,  not  including  Appendices,  which  are 
additional  matter,  differing  from  the  Lectures  chiefly 
in  form.  The  New  Lectures  are  published  under  almost 
the  same  circumstances  as  those  of  the  first  edition. 
In  both  the  Author  has  not  hesitated  to  make 
changes  and  additions,  which,  however,  leave  them 
almost  as  delivered.  Some  may  appear  to  have  been 
short,  but  this  arises  from  the  omission  of  amplifica- 
tions and  illustrations  given  in  the  class-room. 

The  Lectures  are  called  clinical,  not  because  they 
are  strictly  speaking  such,  but  because  they  are  so  to 
some  extent,  and  because  they  are  not  systematic. 
They  are  evidently  rather  medical  than  surgical. 
They  were  always  kept  in  intimate  relation  with  the 
work  of  the  wards  named  "Martha." 

It  will  be  observed  that  the  Lectures  do  not 
aspire  to  completeness,  being  clinical  not  systematic. 
Whole  departments  are  omitted ;  and,  in  regard  to 
such  subjects  as  are  considered,  there  is  not  even 
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that  kind  of  completeness  which  should  characterize 
a  lecture. 

Some  day,  perhaps,  they  may  be  rendered  more 
worthy  of  being  presented  as  a  volume  to  the 
profession.  The  reception  accorded  to  the  first 
edition  has  been  the  chief  encouragement  of  the 
Author  to  produce  this  second.  In  America  three 
reprints  of  the  first  edition  have  been  published, 
two  at  a  very  low  price;  and  translations  have 
appeared  in  Italian,  German,  and  Eussian.  To  the 
various  Editors  of  the  first  edition  the  Author 
expresses  his  thanks. 

The  new  Lectures  of  this  volume  have  already 
appeared  in  the  Medical  Times  and  Gazette. 

The  Author  has  to  thank  Dr.  Champneys  for  much 
criticism  and  assistance  in  passing  the  work  through 
the  press. 


71  Beook  Stbeet,  W. 

January  1883. 


PREFACE  TO  FIRST  EDITION. 


These  Lectures  were  originally  published  iu  the 
Medical  Times  and  Gazette  and  in  the  Medical  Exa- 
miner, at  the  request  of  the  Editors.  They  are  now 
reproduced  in  a  separate  form  at  the  instance  of  the 
Publishers.  The  Lectures  that  appeared  in  the 
Medical  Times  and  Gazette  are  almost  word  for  word 
as  given  in  the  class-room,  having  been  taken  by  a 
shorthand  writer.  Seven  were  first  published  in  the 
Medical  Examiner,  from  notes  taken  by  Dr.  Godson. 
I  would  not  have  brought  them  out  in  their  present 
form  had  I  not  received  suggestions  and  encourage- 
ment from  professional  brethren,  at  home,  and  in 
France,  Germany,  and  America. 

It  will  be  obvious  to  the  reader  that  naming  of 
authorities  and  literary  references  are  avoided  almost 
entirely;  and  this  is  done  for  good  reasons.  The 
chapters  are  Clinical  Lectures  to  Students,  and  the 
whole  object  of  the  teacher  was  to  increase  the 
acquaintance  of  his  pupils  with  disease.  The  teacher 
liad  no  time  for  anything  however  slightly  foreign  to 
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tliis  purpose.  Even  if  lie  had  had  time,  the  diver- 
gence into  historical  details  would,  he  believes,  have 
detracted  from  the  efficiency  of  his  teaching.  It 
must  not  be  supposed  that  he  attaches  little  value  to 
authority  and  to  literary  detail — ^uite  the  con- 
trary. Indeed,  he  makes  much  of  such  matters  in 
his  Systematic  Lectures,  where  they  find  an  appro- 
priate place. 

He  has  to  thank  Dr.  Godson  for  assistance  in 
passing  the  work  through  the  press. 

Finally,  he  expresses  hope  that  Dr.  Fordyce  Barker 
will  pardon  the  liberty  he  has  taken  of  dedicating 
the  work  to  him  without  previously  asking  his  per- 
mission. 


71  Bhook  Street,  W. 

November  i,  1S79. 
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LECTUEE  I. 


ON  ABDOMINAL  SIGNS. 

WiiEX  we  proceed  to  examine  a  case  you  will  observe  that 
we  first  of  all  have  the  clinical  clerk's  report  of  the  general 
medical  history  of  the  patient ;  then  of  the  special  details  of 
the  present  illness,  including  symptoms  ;  then  I  look  for, 
and  dictate,  a  statement  of  the  physical  conditions  or  signs  ; 
and,  finally,  the  history,  and  symptoms,  and  signs  are  recon- 
sidered in  their  common  bearings  with  a  view  to  diagnosis. 
All  this  being  done,  treatment  is  ordained. 

The  history  is  derived  from  the  patient,  and  cannot  be  relied 
upon;  for,  while  it  rarely  contains  false  statements,  it 
frequently  contains  errors.  Almost  every  patient  has  a  theory 
of  her  case,  and  she  distorts  historical  details,  and  even 
symptoms,  to  suit  her  views.  In  helping  to  make  your 
diagnosis,  history  has  a  limited  place,  and  subsequently  dis- 
covered errors  in  history  form  no  excuse  of  error  in  a  diagnosis 
which  has  been  given  without  reserve  or  with  a  high  degree  of 
assurance. 

Por  diagnosis,  signs  are  sought  with  eagerness,  and  their 
absence  is  deeply  felt,  because  without  them  all  is  insecure. 
So  paramount  is  the  importance  of  signs,  that  the  physician 
entrusts  the  search  for  them  and  their  description  to  no  one  ; 
but  does  all  himself. 

You  should  lose  no  opportunity  of  making  physical  exami- 
nations, educating  your  senses,  and  especially  your  hands,  by 
constant  repetition,  to  produce  that  eruditeness  which  we 
admire  so  much  in  artisans  of  many  sorts.  You  have  to  look, 
to  touch,  to  manipulate  or  press,  to  percuss,  to  measure,  to 
listen,  and  even  more  than  all  that. 

_  Begin  by  examining  the  abdomen,  exposing  it  to  observe  its 
pigmentation,  stride  or  cracks,   wrinkles,  baggedness,  scars, 
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eniptions.    Then  feel  it  carefully  all  over ;  and,  if   you  find 
anything  abnormal,  yon  note  the  presence  or  absence  of  the 
numerous  qualities  or    conditions  which  I  shall  presently 
describe  in  categories.    Keep  in  mind  the  arrangement  of  the 
cavity  into  nine  regions — epigastric,  right  and  left  hypochon- 
driac, three  lying  above  a  latitudinal  line  joining  the  tip  of  the 
ninth  rib  of  either  side  ;  umbilical,  and  right  and  left  lumbar, 
lying  below  the  preceding  three,  and  bounded  below  by  a  hori- 
zontal or  latitudinal  line  which  joins  the  iliac  crests  ;  hypo- 
gastric, and  right  and  left  iliac,  beneath  the  three  preceding. 
In  mapping,  besides  the  horizontal  or  transverse  lines,  you  use 
two  which  are  vertical  or  longitudinal,  and  run  from  the  middle 
of  Poupart's  ligaments.    Erroneous  notions  of  the  sagittal  or 
antero-posterior  dimensions  of  this  cavity,  as  a  woman  lies  on 
her  back  for  examination,  are  prevalent,  being  carried  into  the 
mind  by  the  familiar  anatomical  drawings  in  books,  which 
represent  the  anterior  abdominal  wall  as  far  removed  from  the 
lumbar  spine.  Now,  in  a  healthy  woman  this  wall  almost  touches 
the  spine  ;  the  aortic  pulsations  being,  at  the  navel,  frequently 
visible,  and  easily  felt  by  the  finger  slightly  pressing  the  wall. 

Examining  the  abdomen  of  a  healthy  woman  not  overloaded 
with  fat,  you  recognize  localities  by  the  floating  ribs,  the  lower 
margins  of  the  cartilages  of  the  fixed  ribs,  the  xiphoid  cartilage, 
the  iliac  crests  and  spines,  the  pubic  bones,  the  lumbar  vertebra?, 
and  the  often  accessible  sacral  promontory  ;  the  navel  lying  on 
the  next  lowest  lumbar  vertebra,  and  the  aortic  bifurcation 
about  an  inch  lower  down,  and  nearly  an  inch  above  the  sacral 
promontory.     You  may  make  out  the  position  and  dimensions 
of  the  spleen  by  percussion ;  and  the  lower  margin  of  the  liver 
may  be  felt  or  made  out  by  percussion.    Occasionally,  m  a  thin 
relaxed,  healthy,  woman,  with  yielding  abdominal  parietes,  you 
may  with  some  definiteness,  feel  the  kidneys ;  and  occasionally 
the  fundus  uteri  can  be  made  out.    Some  authors  of  emmence 
say  the  ovaries  can  also  be  felt,  and  do  not  add  the  qualification 
of  "rarely";  but,  for  my  part,  I  say  that  I  have  never 
distinctly  felt  them  in  the  healthy  or  in  the  pregnant  woman, 
and  I  rec^ard  the  directions  given  for  finding  them  in  the  un- 
impre-nated  woman  as  misleading.    I  shall  afterwards  point 
out  to  you  how  they  may  be  felt  and  actually  examined. 
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If,  ill  any  part  of  the  alDclomen,  you  find  enlargement,  or 
hardness,  or  tension,  you  specially  iuvestigate  its  conditions  :  and 
tlie  conditions  which  you  have  to  consider  are  numerous,  for  the 
possible  diseases  are  numerous  and  various  ;  and,  for  the  diagno- 
sis, it  is  necessary  to  make  out  the  physical  conditions  and 
characters  not  only  of  the  whole'  swelling,  but  also  of  its  parts. 

Sensitiveness,  tenderness,  pain,  are  conditions  made  out  on 
this  examination,  and  are  mentioned  here,  though  they  are  not 
physical,  and  do  not  come  under  a  strict  definition  of  signs ;  and 
one  of  them,  pain,  is  a  symptom — the  great  symptom,  indeed. 

The  region  or  regions  occupied,  the  size,  the  prominence, 
and  the  shape,  of  the  swelling,  are  ascertained. 

It  may  be  dull  on  percussion,  resonant,  or  tympanitic ;  and 
these  conditions  may  be  present  or  absent  in  different  parts 
and  at  different  times. 

It  may  be  more  or  less  elastic,  or  have  the  feeling  of  fluid 
— that  is,  of  having  fluid  contents ;  or  it  may  present  fluctua- 
tion, a  sign  quite  distinct  from  that  of  a  feeling  of  fluid. 

It  may  be  mobile  or  floating,  or  it  may  be  merely  dis- 
placeable,  or  it  may  be  fixed. 

It  may  present  no  definite  characters,  and  is  then  called  a 
fulness  ;  or  it  may  be  hard  in  greater  or  less  degree  ;  or  it  may 
be  a  tumour — that  is,  a  defined  mass  having  three  dimensions. 

It  may  be  growing  at  various  rates,  or  it  may  be  stationary, 
or  decreasiag. 

There  may  be  felt  in  it,  or  over  it,  friction,  or  pulsation,  or 
movement. 

If  it  has  irregularity  of  surface,  and  no  adhesions  anteriorly 
(of  a  tumour),  then  movement  of  it  may  be  seen  in  inspiration 
and  expiration,  or  on  displacement  by  the  hand.  The  bowels 
may  also  be  seen  to  move  or  to  travel  in  like  manner. 

The  ear  may  find  it  dumb,  or  may  find  a  soutfle  or  a  pulse, 
or  friction,  or  gurgling,  or  movement  of  a  fretal  limb. 

_  All  these  points  have  in  most  cases,  and  in  every  case  of 
difficulty,  to  be  investigated  and  considered,  and  others  which  I 
shall  mention  when  treating  special  departments  of  my  subject. 

The  lower  part  of  the  abdomen  is  investigated  in  a  diffe- 
rent and  additional  manner— namely,  bimanually — and  of 
this  I  shall  speak  again, 
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Gynaecological  investigations  are,  of  course,  cliiefiy  caniecT 
out  in  the  hyiDogastric  region  and  in  tlie  pelvis  ;  and  the- 
access  from  below,  through  the  vagina,  urethra,  and  rectum, 
gives  you  power  of  more  immediate  examination  of  the  pelvic 
organs  than  you  have  of  the  abdominal  organs.  You  examine 
from  above  through  the  hypogastric  and  iliac  regions;  from 
below,  as  already  said ;  and,  in  addition,  you  can,  for  the 
digital  or  manual  part  of  the  examination,  combine  the  two 
methods,  making  what  is  now-a-days  called  the  bimanual 
examination.  By  one  or  more  of  these  plans  you  can  often 
feel  every  individual  organ  as  if  you  had  it  out  of  the  body — 
lying  before  you. 

Here  your  diagnosis  is  effected  by  sight  and  by  touch,  the 
latter  being  done  directly,  or  indirectly  by  instruments. 

You  see  the  pudendum,  and,  if  need  be,  scan  all  its  parts^ 
thus  occasionally  finding  unexpected  disease.     The  vagina 
you  can  see  by  speculum,  and  through  it  you  may  some- 
times see  far  into  the  cavity  of  the  cervix  uteri ;  and,  of 
course,  you  see  the  vaginal  portion  of  the  cervix.  Tlie 
interior  of  the  urethra  and  bladder  may  be  imperfectly  seen 
by  passing  a  small  Tergusson's  speculum  into  or  through  the 
dilated  urethra.    Very  little  information  is  gained  by  pass- 
ing, as  can  sometimes  be  done,  a  similar  spcculmn  mto  or 
through   the    previously  dilated  cerA'ix  uteri.     There  are 
various  specula  by  which  you  may  see  the  lower  part  of  the 
rectiun. 

By  the  finger,  passed  through  the  dilated  urethra,  you 
may  feel  the  interior  of  that  channel  and  of  the  bladder,  or 
examine  simply,  or  bimanually,  the  fundus  of  the  bladder  and 
the  adjacent  uterus  and  ovaries  :  but  this  examniation  is  rarely 
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made ;  and  when  it  is  done,  its  object  is  almost  exclusively 
to  iiud  out  the  condition  of  the  vesical  walls.  By  a  vesical 
sound  you  ascertain  the  dimensions,  the  tenderness,  and  the 
elasticity  of  the  bladder.  The  tenderness  and  softness  of  the 
bladder  should  also  be  made  out  by  pressing  on  it  with  the 
hnger  passed  per  vaginum.  This  may  also  be  done  bimanually  ; 
for  in  a  healthy,  and  easily  examined,  abdomen  the  finger  in 
the  vagina  can  be  made  to  meet  and  press  the  fingers  depress- 
ing the  hypogastrium.  The  bladder  is  generally  felt  as  a  soft 
indefinable  sac  ;  very  rarely,  even  in  disease,  as  a  rounded, 
.soft,  tumour-like,  mass  adherent  to  the  uterus,  suggesting  the 
idea  of  a  uterine  fibroid  of  the  anterior  wall,  or  of  a  vesical 
calculus. 

The  position,  size,  direction,  shape,  tenderness,  and  mobility 
of  the  uterus  and  of  its  parts  are  made  out  by  the  simple 
digital  examination,  or  by  this  along  with  the  bimamial.  Not 
rarely,  further  information,  or  more  exact  information,  as  to 
these  points  is  sought  by  passing  a  uterine  probe  into  the 
uterine  cavity  and  manipulating  with  it.  Occasionally,  still 
further  knowledge  is  to  be  acquired  by  dilating  the  cervix 
uteri,  and  sometimes  even  the  body  of  the  organ,  by  tents  or 
by  some  instrument  for  the  purpose,  with  a  view  to  the 
passage  of  the  finger  into  the  interior.  But  the  finger  is  not 
long  enough  to  reach  the  fundus  uteri,  the  cavity  being- 
dilated,  unless  tlie  fundus  is  pushed  down  on  the  finger  by 
pressure  from  above  through  the  hypogastrium.  Often  even  this 
is  not  enough,  and  then  a  volsellais  fixed  in  the  cervix,  aud  the 
uterus  is  pulled  down  on  the  finger,  while  an  assistant  presses 
the  fundus  down.  It  is  generally  supposed  that,  after  dilatation, 
the  fundus  can  be  felt  from  within  by  resorting  to  these  plans  ; 
but  that  is  not  always  the  case.  Especially  in  women  with 
thickly  fat  and  tight  abdominal  wall  the  fundus  cannot  be 
reached  even  when  the  hand  is  passed  into  the  vagina,  and 
that  is  a  painful  and  rarely  necessary  proceeding.  For  the 
use  of  the  volsella,  and  of  course  for  the  more  severe  method, 
an  anesthetic  is  generally  demanded. 

Digital  examination  per  rectum  is  a  valuable  resource  in 
uterine  disease,  for  througli  the  anus  the  finger  can  reach  parts 
of  the  true  pelvic  cavity  that  it  cannot  get  at  through  the 
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vagina.  Indeed,  if  the  larjuear  is  tight,  as  is  not  rarely  the 
case,  a  fibroid  may  escape  the  vaginal  finger  while  it  is  easily 
accessible  to  the  rectal.  Besides,  there  are  many  cases  "with 
entire  hymen  where  all  necessary  information  can  be  obtained 
per  rectum.  In  a  virgin  it  is  always  desirable  to  avoid  vaginal 
examination,  and  it  is  rarely  required.  Per  rectum,  the  size, 
230sition,  and  tenderness,  of  the  uterus  and  ovaries  can  generally 
be  well  made  out. 

In  a  healthy  woman  the  ovaries  are  often  not  to  be  found 
in  any  way  ;  but  it  frequently  happens  that,  in  a  thin  person, 
favourably  disposed  for  examination,  they  can  be  well  felt  by 
the  bimanual  method.  In  many,  if  they  are  low  down,  they 
can  be  easily  made  out  by  a  digital  examination  per  vaginam 
or  per  rectum. 

The  bones  of  the  pelvis  are  not  to  be  neglected  in  vaginal, 
rectal,  and  external  examination,  for  they  may  be  the  seat  of 
ordinary  bone-disease  or  of  dislocation ;  or  they  may  present 
painful  aching  parts,  the  result  of  injury,  as  by  forceps-delivery 
or  by  ordinary  accidents.  The  state  of  the  sacro-ihac,  of  the 
pubic,  and  of  the  sacro-coccygeal  joints  has  also  to  be  con- 
sidered. 

Much  has  been  said  of  diagnosing  disease  of  the  Fallopian 
tube  or  tubes,  especially  their  dilatation  by  fluids,  and  no 
doubt  some  degree  of  assurance  may  be  got  by  careful 
bimanual  exploration.  But  at  best,  the  diagnosis,  in  the 
present  state  of  our  knowledge  and  appliances,  is  a  very  rough 
guess. 

Examining  the  uterus,  you  may  wish  to  ascertain  its  state  as 
regards  the  patency  and  rigidity  of  the  canal  of  the  cervix.  A 
stricture  (whether  congenital  or  acquired)  you  will  very  rarely 
find,  but  it  is  not  rare  to  find  a  small  canal — that  is,  one  which 
does  not  easily  pass  a  No.  9  bougie ;  and  you  may  ascertain 
rigidity  by  finding  a  kind  and  degree  of  difficulty  in  passhig 
a  No.  9  through  the  internal  os,  or  in  passing  that  size  which 
fills  up  the  ordinary  caliber  of  the  part ;  and  such  urged 
passing  induces  spasms  like  those  of  characteristic  dysmen- 
on-hoea.  Most  supposed  strictures  are  not  such,  but  mere 
tortuosity  of  the  channel ;  or  the  practitioner  is  deceived  by  the 
point  of  the  probe  catching  in  a  fold  of  the  arbor  vitiv.    If,  lu 
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such  circumstauces,  lie  changes  the  direction,  and  perhaps  also 
tlie  size,  of  his  probe,  he  will  find  the  passage  free  enough ; 
and  he  may  farther  facilitate  the  little  operation  of  so-called 
catheterising  the  uterus  by  pulling  on  the  anterior  lip  of  the 
cervix  seized  hy  a  little  hook  to  straighten  the  channel. 

If  you  find  anything  in  the  pelvis  that  is  unusual,  you  go 
over,  on  it,  all  the  categories  of  qualities  which  I  enumerated 
in  my  last  lecture.  Some  of  them  are  not  to  be  got,  such^  as 
true  fluctuation  ;  and  there  are  some  which  are  very  striking 
here  and  scarcely  remarked  in  the  abdomen.  For  instance,  a 
swelling,  such  as  a  perimetritis,  or  a  parametritis,  or  a  hema- 
tocele, may  be  convex  or  bulging,  then  flat,  then  concave  as  it 
gradually  disappears ;  and,  in  accordance  with  these  qualities, 
the  uterus  will  be  displaced  towards  the  healthy  side,  and 
gradually,  as  the  swelling  becomes  concave  to  the  examining 
finger,  it  will  be  drawn  to  the  affected  side,  and,  with  the 
disappearance  of  swelling,  be  fixed  as  if  nailed  to  the  affected 
side. 

Tor  all  ordinary  examinations  you  use  the  position  on  the 
left  side,  called  the  English  obstetrical  position.    But  for  a 
thorough  examination  of  the  vulva  or  of  the  pelvis  you  often 
resort  to  the  lithotomy  position,  a  proceeding  very  disagreeable 
to  the  patient.    Tor  bimanual  examination  the  best  position  is 
flat  on  the  back,  the  legs  bent,  the  feet  on  the  table,  the  finger 
or  fingers  of  the  right  hand  in  the  vagina  or  rectum,  the  left 
hand  on  the  hypogastrium.    It  is  common  to  find  Frenchmen 
practising  examination  in  the  erect  position  of  the  female ;  but 
I  almost  never  do  this,  and  I  say  so  after  a  little  experience  of 
the  plan  in  Paris.    In  defence  of  the  method  it  is  alleged  that 
the  position  of  the  organs,  especially  as  to  descent,  cannot 
otherwise  be  accurately  judged ;  and  I  admit  that  this  is  a  nice 
and  important  point  for  investigation  in  many  cases.  Now, 
mere  position  of  a  woman  has  much  to  do  with  descent,  but 
not  so  much  as  effort,  such  as  lifting  or  bearing  down,  especially 
the  latter ;  and  this  bearing  down  can  be  done  in  the  lying 
position.    You  will  notice  that  in  making  examinations  in 
"  Martha,"  I  often  urge  the  woman  to  bear  down  strongly,  and 
encourage  her  to  continue  the  effort,  and  in  this  way  I  get  all 
the  information  wanted.    On  her  side  a  woman  can  easily 
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press  out  a  replaced  procideut  uterus,  which  kept  inside  while 
she  came  into  the  theatre  and  got  on  the  table.  A  woman  can 
often,  while  lying  on  her  side,  by  bearing  down,  press  out  a 
pessary  which  keeps  its  place  very  well  during  her  ordinary 
every-day  life.  In  the  same  way,  when  examining  the  lowest 
part  of  the  rectum,  you  get  it  exposed  by  the  bearing-down 
efforts,  which  press  out  internal  piles  if  there  are  any.  When 
you  assist  a  woman  to  press  out  a  prolapsed  womb,  you  push 
the  hypogastric  region  in  the  axis  of  the  brim ;  when  you  assist 
to  express  piles,  you  pass  the  finger  into  the  vagina,  and  press 
that  part  of  the  posterior  wall  of  the  vagina  wliich  overlies  the 
anus. 


LECTURE  III. 


ON  SYMPTOMS. 

In  my  former  two  lectures  I  have  gone  over  the  various  signs 
of  disease  which  offer  themselves  or  are  obtained  by  searching. 
Signs  are  facts  ;  they  are  of  a  positive  character ;  they  may  be 
at°any  time  verified;  they  never  mislead,  if  properly  used. 
Symptoms  are  quite  different;  they  are  generally  statements 
rather  than  facts ;  they  are  statements  of  subjective  conditions  ; 
they  are  generally  matter  of  testimony,  accurate  and  true  or 
inaccurate  yet  intended  to  be  true,  or  inaccurate  and  intention- 
ally false;  they  are  seldom  capable  of  verification.  The 
absence,  indeed,  of  symptoms  may  be  an  important  symptom  or 
indication. 

Pain  is  the  grand  symptom  ;  take  redness  or  hardness  as  a 
sign,  and  contrast  the  two,  and  you  will  see  easily  the  distinc- 
tion between  signs  and  symptoms.  But,  though  the  distinction 
is  important  and  desirable,  yet  it  is  not  always  to  be  made. 
There  is  no  distinct  line  in  practice  between  some  symptoms 
and  some  signs.  For  instance,  when  you  are  told  that  a  woman 
is  sick  and  vomits,  that  is  generally  more  of  a  symptom  than  a 
sign :  it  may  be  so  even  if  you  see  the  vomiting  and  the  vomit, 
for  it  is  not  very  rare  for  a  woman  to  vomit  quite  artificially, 
hysterically,  or  with  a  view  to  deceive ;  and  in  this  case  there 
would  be  the  sign,  vomiting :  but  the  greater  truth  is  expressed 
in  classing  it  as  a  symptom — artificial  vomiting. 

Symptoms  may  be  direct,  near,  or  proximate.  They  may  be 
indirect  or  remote.  Tliey  may  be  hysterical — and  that  does 
not  mean  spurious  or  nonsensical  or  false — and  such  hysterical 
symptoms  may  be  coincidences  or  consequences  of  the  supposed 
known  disease.  Lastly,  they  may  be  regarded  as  diseases  rather 
than  as  mere  symptoms  ;  thus,  the  acute  fatty  degeneration  and 
fatal  sickness  and  vomiting  of  pregnancy  is  in  one  sense  sympto- 
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matic  of  pregnancy,  and  the  symptom  is  more  important  than  the 
originating  condition.  An  epileptic  attack  may  be  a  symptom 
of  ovarian  irritation,  yet  it  is  a  disease  and  more  important  than 
tlie  originating  one.  So,  in  another  department  of  medicine,  a 
neuralgia  with  herpetic  eruption  may  be  a  symptom,  and  more 
immediately  urgent  than  the  diabetes  which  led  to  it. 

Now  for  direct  or  near  symptoms,  and  the  only  one  which  I 
shall  speak  of  is  pain  and  the  allied  tenderness.  The  latter  is 
pain  elicited  by  touching  or  interference  otherwise,  and  to  it  are 
applicable  many  of  the  remarks  on  pain  I  am  about  to  make. 
Now,  pain  may  vary  in  time  of  occurrence,  in  quality  or  kind, 
in  qiiantity  or  continuance,  and  in  degree  or  severity ;  and  it  is 
to  be  regretted  that,  as  yet,  we  have  no  odynometer,  or  even 
good  odynometrical  resources,  to  test  and  measure  pain ;  and 
consequently  we  have  an  amazing  amount  of  error.  Many 
women  in  their  statements  exaggerate  their  pain,  and  it  is  un- 
fortunately common  for  friends  to  encourage  this  folly,  urging 
patients  to  make  the  most  of  it ;  and  it  is  equally  true  that 
some  women  make  lidit  of  their  sufferings. 

To  be  brief  on  the  next  point,  I  must  appear  paradoxical  in 
my  statement,  that  the  same  pain  causes  a  very  different  amount 
of  suffering  in  different  women,  and  this  is  not  from  varying 
degrees  of  bodily  weakness,  or  of  weakness  or  strength  of  mind, 
but  from  differences  in  organization  in  this  respect.  Then, 
again,  many  pains  are  produced  by  fear  and  the  attention 
caused  by  it ;  thus,  I  have  known  a  good,  sensible,  woman  to 
suffer  very  severely  from  recurrent  nocturnal  pains  arising 
from  an  imagined  cancer  of  the  womb,  and  be  cured,  not  by 
drugs  or  medicinal  treatment,  but  by  the  assurance  that  there 
was  not  cancer.  Further,  most  pains  are  aggravated  by  atten- 
tion ;  and  distraction  of  the  attention,  if  it  can  be  done,  relieves 
or  annuls  pain. 

In  studying  this  symptom  in  practice,  as  with  a  view  to 
deciding  on  remedies,  especially  on  the  dangerous  use  of  opiates 
in  chronic  pains,  you  will  remember  what  I  have  said,  and  will 
say,  of  degree  of  pain ;  and  also  that  most  women  call  any  new 
sensation  or  peculiar  feeling  a  pain,  even  although  it  causes  no 
suffering  other  than  what  arises  from  the  bending  of  the  mind 
iipon  it. 
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But,  besides  knowing  that  one  pain,  as  in  most  cases  of 
cancer,  is  bad  from  its  persistence  or  constancy,  and  that 
another  pain,  as  that  of  severe  dysmenorrhea,  is  bad  from  its 
intensity,  not  from  its  constancy,  yon  must  have  some  rude 
land  of  odynometry.  Now,  a  woman  who  has  a  severe  or  a 
constant  pain  will,  when  interrogated  as  to  her  case,  almost 
certainly  mention  it  first,  and  point  to  its  seat.  If,  as  you 
often  see  in  "Martha,"  a  malingerer,  or  a  weak,  nervous, 
Avoman,  or  one  merely  alarmed,  in  the  course  of  describing  her 
case,  does  not  mention  pain,  then  you  may  be  pretty  sure  it  is 
at  least  neither  constant  nor  severe.  Such  a  patient  states  her 
theory  of  her  disease — an  ulcer  or  a  displacement — and  her 
pains  are  probably  achings,  which  represent  her  alarm  more 
than  her  suffering.  A  pain  may  be  severe  enough  to  destroy 
the  power  of  eating  solid  food ;  or  it  may  partially  or  entirely 
prevent  sleep  ;  or  it  may  be  still  more  intense,  and  produce 
nausea ;  or  still  more,  and  cause  retching,  or  vomiting,  and  cold 
sweats,  and  weak  pulse,  and  all  the  appearances  of  great 
prostration.  These  latter  evidences  of  severity  cannot  be 
gainsaid. 

The  kinds  of  pain  are  infinite,  and  difficult  to  recognize 
because  of  the  indefinite  meaning  of  words.  Everybody  can 
judge  the  fixedness  of  a  patient  under  inflammatory  pain,  the 
restlessness  and  groaning  or  roaring  of  spasm. 

Besides  pain,  you  may  have  various  other  direct  symptoms 
connected  with  walking,  standing,  lying,  urination,  defnecation, 
coitus ;  also  various  feelings  that  are  not  painful,  as  I  have 
already  said. 

But  I  must  now  finish  what  I  have  to  say  of  direct  or  near 
symptoms,  and  I  advise  you  to  be  very  sceptical  of  the 
gyntecological  character  of  a  case  which  has  no  direct  signs  or 
symptoms.  A  case  may  be  uterine — cancer,  for  example — 
without  a  single  direct  or  near,  or  remote^  symptom,  and  you 
conclude  it  is  a  case  of  cancer  from  signs.  In  what  is  called 
the  department  of  minor  diseases  of  women,  it  is  at  present 
quite  common  for  physicians  to  diagnose  and  treat  a  case  as 
uterine  which  has  no  direct  uterine  symptoms  and  no  signs,  or 
signs  of  a  trivial  character,  and  this  leads  to  much  bad  practice 
and  injury  to  patients.    Direct  symptoms  are  confined  to  a 
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region  of  the  body  boiuKled  above  by  the  lower  himbar  vertebnu 
and  innbilicus,  and  below  by  tlie  knees,  and  I  know  no  excep- 
tions to  this,  unless,  indeed,  such  as  are  self-evident,' as  when 
the  top  of  a  large  ovarian  sac  in  the  epigastric  region  becomes 
inflamed,  I  repeat  that,  without  direct  symptoms,  you  should 
not  believe  in  the  existence  of  a  disease  peculiar  to  females 
unless  you  have  indisputable  signs ;  and  I  remind  you  that  in 
the  departments  of  stricture,  displac.ement,  and  ulceration,  and 
others,  there  are  many  signs  that  are  disputable. 

But  all  pains  or  peculiar  feelings  within  the  region  in- 
dicated— that  is,  between  the  navel  or  lower  lumbar  vertebrae 
•and  the  knees — are  not  gyntecological.  An  orbital  pain  does 
not  always  indicate  ocular  disease ;  and  I  conclude  this  lecture 
with  a  general  remark  on  the  kind  of  evidence  which  should 
convince  us  that  such  and  such  an  ache  or  pain  is  due  to 
■disease  of  the  uterus  or  of  its  appendages.  If  a  disease  is 
■always  or  very  frequently  accompanied  by  a  certain  symptom, 
that  is  good  evidence  of  the  value  of  the  symptom  as  an 
indication,  and  vice  versa.  If  the  symptom  appears  with  the 
disease,  and  disappears  with  it  or  soon  after  it,  that  also  is  good 
■evidence,  and  vice  versa.  Again,  you  may  have  good  evidence 
in  a  symptom  which  is  only  observed  in  connection  with  the 
■disease,  or  observed  very  rarely  except  in  this  connection. 

To  illustrate,  cHnically,  the  value  of  these  remarks,  I  recall 
to  you  an  interesting  case  that  was  in  "  Martha  "  not  long  ago. 
.She  was  a  weakly  creature,  unfit  to  bear  hardship  or  even 
ordinary  work.  When  asked  what  she  complained  of,  she  told 
us  of  retroversion  of  the  womb,  and  of  many  pessaries  which 
had  been  used  in  vain.  When  asked  what  pain  she  had,  she 
replied  pain  in  the  back,  and  we  immediately  thought  of 
sacrache  or  lower  lumbar  ache,  but  prudently  asked  her  to  put 
her  hand  on  the  seat  of  pain,  when  she  pointed  to  the  nape  of 
the  neck.  We  then  examined  per  vaginam,  and  found  no 
uterine  disease,  no  retroversion.  The  case  was  not  a  gynaeco- 
logical one  at  all. 


LECTURE  IV. 


ON  EEMOTE  OE  INDIRECT  SYMPTOMS. 

What  is  a  remote  or  indirect  symptom  ?    Only  a  clay  or  two 
acTo  a  lady  told  me  slie  suffered  periodically  from  periodical  dis- 
placement of  the  womb.  On  my  hinting  incredulity,  she  then  said 
she  knew  quite  well  by  an  uncomfortable  feeling  in  the  head 
when  the  womb  departed  from  its  right  place.    No  doubt  she 
had  been  directly  or  indirectly  taught  this  injurious  nonsense. 
Had  it  been  true,  then  we  should  have  in  it  a  good  example  of 
an  indirect  and  remote  symptom  of  uterine  displacement.  In 
pregnancy,  of  which  I  speak  now  only  for  the  sake  of  illustra- 
tion, you  have  line  examples  of  remote  or  indirect  symptoms, 
explained  as  reflex  phenomena  or  as  sympathies.  For  example,, 
you  have  the  sickness  and  vomiting  of  pregnancy,  the  salivation,, 
the  amaurosis — all  undoubted  remote  symptoms  and  conse- 
quences of  pregnancy. 

It  is  familiarity  with  the  phenomena  of  pregnancy  that  con- 
vinces me  that  there  are  remote  or  indirect  symptoms  of 
diseases  of  the  uterus  and  its  appendages,  beyond  those  I  shall 
presently  mention  as  sure  and  generally  admitted.  But  the 
subject  has  been  very  imperfectly  studied,  and  I  am  sure  you 
will,  in  any  case,  come  much  nearer  the  truth  by  doubting,  or 
repudiating  altogether,  so-called  symptoms  that  are  remote, 
than  by  adopting  the  present  prevalent  belief  in  their  protean 
character.  Looking  into  popular  gynaecological  mai^ials,  you 
will  find  this  protean  group  around  split  cervix,  displacement,, 
ulceration,  and  otlier  uterine  diseases  and  disorders  ;  and  I 
give  you  an  example.  A  great  author  and  practitioner  de- 
scribes retroflexion  of  the  uterus  as  producing,  or  as  having  for 
symptoms,  dysmenorrhcea,  menorrhagia,  leucorrhoea,  abortion, 
sterility,  obstruction  of  rectum,  ribbon  stools,  pain  in  defeca- 
tion, intestinal  paralysis,  disturbance  of  digestion,  flatulence. 
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pyrosis,  nausea,  disorders  of  liver,  disordered  secretions,  Iiysteria, 
intellectual  disturbance,  and  many,  many  more.  All  of  these 
may  accompany  retroflexion,  no  doubt,  but  they  are  in  no 
sense  symptoms.  You  will  utterly  reject  all  this  kind  of 
pathology  as  worse  than  useless,  and  examine  the  matter  more 
narrowly.  I  have  no  hesitation  in  telling  you  that,  compared 
with  tliis,  you  will  then  find  retroflexion  to  be  a  very  innocent 
affair.  The  rules  I  gave  you  for  testing  tlie  reality  or  truth  of 
direct  symptoms  apply  to  these  indirect  symptoms,  and  should 
be  rigidly  applied  in  order  to  your  pursuing  a  right  course  for 
your  patients. 

The  mammary  sympathies,  pain,  swelling,  tenderness,  develop- 
ment of  areola,  are  occasional  unchallenged  remote  symptoms 
of  uterine  disorder ;  so  also  is  renal  pain  and  tenderness  ;  so 
also  are  the  flushings  and  curious  neuralgia3  of  the  menopause. 
I  am  disposed  to  believe  that  a  growing  fibroid  may  cause 
insanity. 

I  doubt  sickness  and  vomiting  as  symptomatic  of  uterine 
disease,  apart,  of  course,  from  pregnancy ;  and  a  few  words  are 
required  to  explain  this  doubt.  Sickness  and  vomiting  are 
often  seen  with  perimetritis  and  with  spasmodic  dysmenorrhoea. 
But  in  the  perimetritis  it  is  not  a  proper  uterine  symptom,  but 
a  symptom  of  local  peritonitis,  and  is  observed  in  whatever 
region  local  peritonitis  may  be,  whether  near  the  uterus  or  not. 
Again,  in  dysmenorrhoea  it  is  observed  chai'acteristically  only 
as  the  result  of  very  severe  pain,  not  as  a  proper  uterine 
symptom,  but  with  accompanying  other  evidence  of  the  vio- 
lence of  the  pain ;  and  as  such  it  is  observed  in  whatever  part 
of  the  body  such  pain  may  be.  Palpitation  does  not  point  to 
disease  of  the  womb,  but  to  antemia,  whether  caused  by  met- 
rorrhagia or  not. 

A  mujj?h-talked-of  symptom  is  left  infra-mammary  pain,  and 
I  refer  to  it  to  repudiate  it  altogether.  We  may  go  on  with 
our  regular  work  in  "Martha'^  for  months  without  hearing  of 
it,  and  when  it  does  occur  it  is  inexplicable,  or  is  an  evidence 
of  neuralgic  weakness  or  hysteria.  The  place  held  by  left  infra- 
mammary  pain  should  be  given  to  pain  above  the  left  groin — 
the  left  [sometimes  right]  ovarian  pain  of  modern  neurologists 
 ^]3ut  this  is  not  a  remote  pain,  and  you  will  hold  in  mind  that 
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it  has  no  necessary  connection  whatever  with  the  left  ovary  ; 
it  is  only  in  that  neighbourhood. 

Lastly,  I  must  mention  remote  diseases  as  symptoms  of 
uterine  disease  or  of  its  extension.  Among  such  are  many 
renal  affections,  many  cases  of  phlegmasia  dolens,  some  cases 
of  paralysis,  and  atrophy,  of  a  lower  limb,  and  rare  cases  of 
descending  neuritis  in  the  lower  limbs.  Perhaps,  indeed,  all 
remote  symptoms  are  really  secondary  diseases. 

To  comprehend  this  subject  do  not  go  to  slight  diseases  or 
contested  pathology,  but  study  the  course  and  history  of  great 
diseases— as  procidentia,  fibroids,  cancer,  ovarian  dropsy.  From 
the  beginning  to  the  end  of  them  you  will  find  no  such 
exaggerated  symptomatic  castle-building  as  surrounds  the  minor 
diseases  and  disorders,  such  as  the  ulcerations,  displacements, 
and  split  cervix. 

Let  me  dismiss  you  with  a  subject  for  reflection  which  remains 
for  your  study  and  research.  Are  there  no  uterine  symptoms,  or 
disorders,  or  diseases,  which  are  secondary  to  other  diseases,  in- 
dicative of  them,  or  caused  by  them  ?  Should  the  uterus  and 
its  appendages  be  looked  on  as  always  governing  and  disturbing, 
and  not  as  itself  occasionally  governed  or  disturbed  ? 


LECTUEE  V. 


ON  MISSED  ABOETION. 

Missed  Aboetiox  is  a  subject  that  lies  between  obstetrics  and 
gynaecology ;  the  cases,  indeed,  that  I  am  particularly  to  dwell 
upon,  were  brought  into  "Martha"  as  gyntecological  cases^  or  cases 
of  diseases  of  women,  more  than  as  obstetrical  cases.  I  do 
not  know  any  subject  better  than  this  for  illustrating  the  value 
or  necessity  of  extensive  knowledge  with  a  view  to  good 
diagnosis.  If  you  do  not  know  of  a  thing,  you  are  quite  sure 
not  to  suspect  it ;  and,  in  all  cases  of  difficult  diagnosis,  if  you 
do  not  suspect  a  thing  you  are  almost  certain  not  to  find  it. 
This  remark  is  especially  true  in  the  subject  now  vrnder  con- 
sideration. 

A  missed  abortion  is  not  a  threatened  abortion,  nor  is  it  an 
imperfect  abortion.  A  threatened  abortion  is  a  very  common 
occurrence.  "When  a  woman  has  a  threatened  abortion  she 
suffers  pain,  she  has  bloody  discharge,  and  the  mouth  of  the 
womb  may  be  found  to  be  open.  An  abortion  may  only  get 
the  length  of  being  threatened — that  is  to  say,  the  abortion 
may  be  averted  and  pregnancy  may  go  on  healthily — even  when 
you  have  been  able  to  feel,  through  the  neck  of  the  womb,  the 
ovum  as  it  hangs  in  the  cavity  of  the  body  of  the  uterus.  I 
have  known  also  two  cases  in  which  a  considerable  piece  of 
decidua  was  separated  and  discharged  without  abortion  taking 
place.  It  is  naturally  expected  that,  as  has  been  shown  to  be 
the  case  in  placenta  prsevia,  and  in  the  separation  of  decidua 
in  extra-uterine  pregnancy,  the  detachment  should  take  place 
near  the  internal  os  ;  and  there  it  will  least  distm-b  the  ovum. 
These  are  cases  of  threatened  abortion,  and  among  them  may 
be  included  cases  of  extreme  rarity,  of  abortion  of  one  of 
twins,  while  the  other  remains  in  utero  and  goes  on  in  its 
development. 
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This  abortion  of  one  of  twins  may  be  a  missed  abortion ;  or 
the  miscarriage  of  one  of  twins  may  be  a  missed  miscarriage. 
In  that  case  the  foetus  in  its  envelopes,  instead  of  getting 
rolled  up  into  a  parcel-like  form,  such  as  I  shall  describe  to  you, 
becomes  compressed  and  squeezed  flat  between  the  uterus  and 
the  growing  ovum,  into  the  condition  which,  when  extreme,  is 
called  foetus  papyraceus.  I  show  here  a  beautiful  specimen  of 
foetus  papyraceus,  in  the  fourth  month,  occurring  in  a  case  of 
twius  where  there  was  missed  miscarriage. 

Missed  abortion  is  neither  a  threatened  abortion  or  mis- 
carriage nor  an  imperfect  one.  In  order  that  you  may  under- 
stand an  imperfect  miscarriage  (of  which  I  have  a  remarkable 
instance  to  describe  to  you),  I  must  tell  you  what  is  a 
complete  or  j^erfect  miscarriage.  If  the  foetus  alone,  or  the 
entire  ovum,  alone,  comes  away,  the  woman  has  miscarried,  or 
aborted,  as  it  may  be ;  but  the  coming  away  of  the  ovum  does 
not  involve  a  complete  miscarriage ;  and  an  imperfect  mis- 
carriage is  often  a  very  disastrous  thing.  The  ovum  sometimes 
comes  away  alone,  without  any  of  its  uterine  or  maternal 
membranes.  Sometimes  the  foetus  comes  away  alone,  without 
even  the  ovuline  membranes.  Sometimes  the  ovum  comes 
away,  and  the  maternal  membranes  or  decidua  come  away 
imperfectly.  Sometimes  only  a  bit  of  the  placenta  is  left,  as 
in  the  case  that  I  am  about  to  relate. 

Imperfect  miscarriage  is  a  dangerous  thing,  frequently  in 
consequence  of  the  very  serious  and  recurrent  bleedings  that 
result  from  it.  It  not  very  rarely  leads  to  death  from  putrid 
intoxication  or  saprremia,  or  from  septicsemia,  or  from  pyaemia, 
just  as  happens  after  delivery  at  the  full  time.  This  is 
especially  liable  to  occur  if  the  miscarriage  has  come  on  in 
consequence  of  extensive  hypertrophic  endometritis  such  as  is 
found  in  pregnancies  occurring  during  typhoid  fever.  Im- 
perfect miscarriage  is  also  ^  often  disastrous  by  inducing  endo- 
metritis, generally  purulent  endometritis,  and  this  sometimes 
in  connection  with  putrefaction  of  the  parts  left  behind. 

I  may  here  mention  a  recent  case  to  illustrate  the  danger 
from  bleeding.  The  poor  woman  was  carried  into  the  hospital 
as  found  dead  in  the  street.  My  assistant,  seeing  the  body  on 
Its  way  to  the  dead-house,  recognized  signs  of  life  and  had  her 
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taken  into  "  Martlia,"  wliere  she  revived,  the  loss  of  blood 
being  completely  and  spontaneously  stanched.  We  were  at  a 
loss  to  account  for  the  haimonliage,  for  seven  months  had 
elapsed  since  the  miscarriage  ;  but,  as  some  red  discharge  had 
gone  on  nearly  continuously  since  that  event,  we  resolved  to 
dilate  the  cervix  to  search  for  remains  of  it.  Before  this 
procedure  was  begun,  a  piece  of  old  placenta,  as  big  as  half  a 
finger,  not  fcetid,  was  discharged,  and  the  case  was  happily  at 
an  end.  The  bleeding  had  been  the  result  of  the  separation  of 
the  persistent  finger-like  piece  of  placenta. 

The  case  of  imperfect  miscarriage  which  I  am  now  about  to 
read  is  in  every  respect  remarkable,  and  illustrates  the  subject 
admirably.   M.  C,  aged  thirty-eight,  married  for  sixteen  years, 
has  had  six  children,  the  last  two  years  ago.    On  March  1 4 — 
that  is,  eight  months  ago — she  miscarried  with  a  three-months' 
foetus.     The  iDlacenla  did  not  come  away  till  three  weeks 
afterwards.    Subsequent  history  shows  that  the  whole  placenta 
did  not  come  away  even  then.    For  a  fortnight  before,  and  for 
six  weeks  after,  the  miscarriage  she  had  considerable  bloody 
discharges.    Since  then  losses  of  blood  have  occurred  occasion- 
ally.   She  is   feeble  and  anjemic,  but  otherwise  healthy. 
Nothing  abnormal,  except  limited  supra-pubic  dulness,  dis- 
covered on  examination  of  the  hypogastrium.    Digital  exami- 
nation per  vaginam  finds  the  cervix  uteri  largely  patulous, 
greatly  hypertrophied,  but  not  softened  as  in  pregnancy. 
Through  the  speculum  it  is  observed  to  be  ancemic  or  pale  in 
colour,  and  to  have  on  its  inner  surface  red  parts.    The  vagina 
contains  some  bloody  discharge,  which  is  not  fetid.  Ordered 
to  have  daily  a  drachm  of  liquid  extract  of  ergot.     After  a 
fortnight,  there  being  no  diminution  of  the  bulk  of  the  uterus, 
and  irregular  hasmorrhagic  losses  persisting,  the  cervix  was 
dilated  by  a  tangle-tent.    On  the  introduction  of  the  tent, 
heemorrhage  began  suddenly,  and  proceeded  to  an  alarming 
extent,  two  pints  being  the  quantity  estimated  as  lost  within 
fifteen  minutes.    Mr.  Garstang  injected  through  a  hollow 
probe  a  drachm  of  tincture  of  perchloride  of  iron  diluted  with 
an  equal  quantity  of  wacer,  with  no  result.    A  small  fiddle- 
shaped  india-rubber  bag  was  now  introduced  withm  the  cervix. 
Ic  stopped  the  haemorrhage.    At  1 1  A.M.,  about  tliii-teen  hours 
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after  the  hfemorrhage,  the  bag  was  a  second  time  expelled. 
Ko  recurrence  of  htemorrhage.  At  3  p.m.  she  was^  placed 
tinder  the  influence  of  ether,  and  the  hand  introduced  into  the 
vagina,  two  lingers,  with  some  difficulty,  into  the  nterus.  On 
the  posterior  wall  of  the  uterus  was  felt  a  projecting,  mode- 
rately hard,  wart-like  mass,  of  irregular  form,  and  of  extent 
•equal  to  nearly  two  inches  square.  At  first  it  was  supposed 
to  be  a  mabgnant  out-growth,  but  as  a  line  was  found  at 
which  it  could  be  detached,  it  was  recognized  as  placental. 
Some  difficulty  was  experienced  in  removing  it  by  a  sawing 
motion  of  the  nails  of  the  fingers  in  the  uterus.  About  eight 
ounces  of  blood  were  lost  during  the  operation ;  but  afterwards 
tlrere  was  only  a  moderate  amount  of  blood-tinted  discharge. 
The  mass  was  placental.  On  its  foetal  surface  were  only  small 
patches  of  chorion.  It  was  about  a  third  of  an  inch  thick,  and 
dense  in  structure.  The  section  was  greyish-yellow,  and 
bloody,  it  being  almost  certain  tliat  blood  had  continued  to 
circulate  in  some  of  the  sinuses,  so  maintaining  the  vitality  of 
the  mass.  From  these  sinuses,  where  ntero-placental,  the 
flooding  took  place.  The  use  of  ergot  was  continued.  Nine 
days  after  the  operation  the  uterus  measured  nearly  tliree 
inches  and  a  half  only.  The  cervix  felt  not  more  than  half  as 
bulky  as  it  was,  Fourteen  days  after  the  operation  the  uterus 
measured  two  inches  and  a  half,  and  the  cervix  was  reduced 
to  natural  dimensions. 

This  woman  was  verv  ill ;  her  case  was  recostnized  as 
probably  dependent  Tipon  miscarriage,  filthougli  the  miscarriage 
was  the  enonnous  distance  backwards  of  eight  months.  I  see 
no  reason  to  tliink  that,  if  this  woman  had  not  been  properly 
treated,  she  could  have  escaped  death  from  continuance  of 
discharge ;  for  the  placental  mass  was  alive,  and  had  firm 
adhesion  to  the  uterus  ;  and  when  separation  would  have 
taken  place  I  do  not  know.  I  think  it  would  not  have  taken 
place,  but  have  led  to  the  woman's  being  drained  of  blood, 
and  dying.  The  case  was  supposed  to  be  connected  with  a 
recent  miscarriage,  because  there  was  no  evidence  of  fibrous 
tumour  nor  of  anything  else  that  would  account  for  the 
bleedings,  and  because  of  the  great  size  of  the  uterus.  Had 
this  woman's  uterus  been  enlarged  by  a  fibrous  tumour  so  big 
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as  to  make  the  cavity  measure,  as  it  did,  five  iiiclies,  tlie 
tumour  would  have  been  easily  felt ;  hut  no  tumour  was  felt. 
Tlie  uterus,  instead  of  being  enlarged  as  it  Vt'oidd  have  been 
by  a  fibrous  tumour,  was  a  flattened  mass  wliich  could  not  be 
distinctly  felt  through  the  anterior  wall  of  this  woman's 
abdomen.  I  call  your  attention  to  the  great  size  of  the 
uterus.  There  was  no  need  of  this  size  to  include  such  a 
small  thing  as  the  bit  of  placenta  which  we  took  away,  and 
the  removal  of  which  was  followed  by  the  complete  cure  of 
the  woman,  and  the  retraction  of  the  uterus  to  its  natural 
size.  The  case,  then,  is  a  very  remarkable  illustration  of  the 
pow"Gr  of  a  persistently  attached  piece  of  living  placenta  in 
maintaining  the  development  of  the  orgau,  or,  in  other  words, 
preventing  its  involution.  In  this  it  contrasts  with  the 
comparatively  small  size  of  the  uterus  in  the  next  case — that 
of  missed  abortion.  The  case  is  quite  clear.  The  woman 
had  decidual  endometritis  aflecting  a  part  of  her  placenta,  and 
makino-  it  adherent.  The  placental  decidual  endometritis  was- 
probably  also  the  cause  of  her  abortion. 

Before  leaving  the  case,  I  call  your  attention  to  the 
circumstance  of  the  great  "rapidity  with  which  the  uterus- 
returned  to  its  natural  dimensions  after  the  offending  bit  of 
placenta  was  removed.  Fourteen  days  after  tlie  removal 
of  the  iDlacenta  the  uterus  and  its  cervbc  liad  both  returned 
to  the  natural  size,  after  eight  months  of  persistent  hyper- 
trophy. 

The  injection  of  perchloride  of  iron  by  Mr.  Garstaug  was- 
nsed  before  I  had  become  satisfied  of  the  danger  of  this 
remedy;  arising  from  its  sometimes  passing  into  the  veins, 
causing  clotting  of  blood  and  embolism.  In  some  such  case.s 
death  would  have  resulted,  if  the  embolism  had  been  survived, 
from  sloughing  of  the  parts  tanned  by  the  iron. 

I  now  come  to  the  subject  proper  of  my  lecture — Missed 
Aboition.  Before  entering  upon  tliat  I  shall  say  a  few  words- 
explanatory  of  rare  conditions  that  occur  in  connection  with 
this  department  of  obstetrics.  Protracted  pregnancy  is 
entirely  denied  by  some  eminent  obstetricians ;  I  believe, 
however,  in  its  occasional  occurrence.  Protracted  pregnancy 
is  the  condition  of  a  woman  who  has  passed  278  days— the 
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Average  interval  between  the  last  day  of  last  menstruation  and 
the  expected  confinement,  and  at  least  a  fortnight  more 
than  this.  There  is,  indeed,  no  exact  definition  of  the  mmiber 
of  days  at  the  end  of  which  pregnancy  becomes  protracted. 
If,  at  this  time,  the  foetus  dies  and  remains  in  utero,  there 
is  not  then  protracted  pregnancy ;  she  is  in  a  state  of  missed 
labour. 

It  is  necessary  to  say  something  as  to  this  point — namely, 
when  a  protracted  pregnancy  ends,  or  when  a  pregnancy  of 
any  time  ends,  and  the  condition  of  missed  labour  or  missed 
Abortion  begins.  You  cannot  say  that  a  woman  is  pregnant, 
without  misleading  your  hearers,  if  she  has  only  a  lithopaBdion 
in  her  abdomen;  neither  is  a  woman  properly  described  as 
pregnant  who  is  in  the  condition  of  missed  labour  or  missed 
••abortion.  This  subject  is  of  great  medico-legal  importance, 
AS  I  shall  show  you  presently. 

Let  me  firsc  give  you  the  particulars  of  a  remarkable  case 
of  protracted  pregnancy  and  missed  labour,  which  occurred 
in  my  private  practice,  and  which  forms  a  good  illustration  of 
these  morbid  conditions.  The  lady  was  forty-one  years  of 
Age  when  she  became  pregnant  for  the  first  time.  The  uterus 
was,  from  the  earliest  time  after  its  ascent  into  the  abdomen, 
Anteverted  or  pendulous.  It  was  not  the  form  of  pendulous 
belly  which  can  be  replaced  by  bandage  and  held  up  :  it  could 
not  be  replaced.  This  impossibihty  of  replacement  was  also 
observed  during  her  confinement ;  and  there  was  no  reason 
.to  believe  that  there  were  any  adhesions  of  the  uterus.  Her 
pregnancy  up  to  the  end  of  the  natural  term  was  otherwise 
perfectly  healthy.  She  had  a  slight  degree  of  generally 
contracted  pelvis.  Before  giving  you  the  dates  I  may  tell 
you  that  none,  in  the  most  careful  ordinary  life,  could  be  more 
accurately  ascertained  or  more  reliable  than  those  I  now  state. 
Her  menses  ended  on  December  12,  On  December  1 5  her 
Inisband  left  home  and  did  not  return  for  nearly  two  months. 
Her  confinement  was  expected  on  September  1 7.  The  motion 
of  the  child  ceased  on  September  26.  On  October  17  she 
.shivered  and  became  feverish  without  any  indication  of  labour 
commencing..  It  was  considered  necessary  to  deliver  her. 
.The  moutli  of  the  womb  was  artificially  dilated,  and  she  was 
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nrtificially  delivered  on  tlie  following  day,  October  i8.  The 
child  was  enormous — a  female — and  it  presented  evidence  of 
advancing  decomposition.  The  mother  died  on  October  24. 
This  is  a  case  in  which  you  have,  with  almost  scientific 
certainty,  slight  protraction  of  pregnancy,  and  then  the  con- 
dition of  missed  labour.  After  a  foetus's  death  under  any 
circumstances  it  is  generally  discharged  within  a  fortnight. 
In  this  case  more  than  a  fortnight  elapsed  after  the  cessation 
of  movements,  and  there  were  never  any  symptoms  of 
labour. 

In  some  respects  missed  miscarriage  or  missed  abortion  is- 
even  more  important  than  missed  labour ;  for,  in  a  case  of 
missed  abortion,  the  history  of  the  woman  and  her  size  may 
have  led  either  to  no  suspicion  of  pregnancy  having  com- 
menced, or  to  suspicion  which  may  have  been  dissipated  by 
the  further  history  of  the  case.  In  a  case  of  missed  abortion 
or  missed  miscarriage  the  important  element  of  suspicion 
as  to  the  real  condition  may  not  have  come  into  the  mind 
either  of  the  patient  or  her  physician.  JMistake  is  then 
extremely  liable  to  occur.  This  is  not  so  likely  in  missed 
labour  ;  for  in  that  condition  the  Avoman's  size  will  almost 
certainly  have  made  her  aware  that  she  is  in  an  advanced 
state  of  pregnancy  ;  and  her  friends  will  also  know  it.  I  told 
you  that  missed  labour  may  be  a  subject  of  great  medico-legal 
importance.  The  same  is  true,  and  even  more  so,  of  missed 
abortion  or  missed  miscarriage.  Take  the  case  that  I  am 
going  to  read,  where  a  woman  passed  a  foetus  of  about  twa 
months  at  the  end  of  a  pregnancy  (if  you  so  miscalled  it) 
•which  lasted  for  five  months.  If,  in  such  a  case,  the 
practitioner,  without  sufficient  care,  were  to  tell  the  husband 
that  his  wife  had  had  a  two-months'  child,  you  can  easily 
nnderstand  that  his  natural  rejoinder  might  be,  "  That  cannot 
be  my  child,  for  I  have  been  away  from  home  five  months  ! " 
Such  unfortunate  misapprehensions  have  happened,  and  the 
occurrence  shows  the  importance  of  counting  the  term  of  such 
a  pregnancy,  not  up  to  the  time  when  the  fcwtus  is  discharged,, 
but  only  to  the  time  when  it  died.  If  this  is  kept  in  mind, 
the  practitioner,  in  the  imaginary  case  that  I  have  given, 
will  not  make  the  mistake  of  leading  the  husband  to  think 
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that  the  fcetus  just  horn  could  not  have  heen  hegotten  byliim. 
It  is  sufficient  to  allude  to  this,  the  medico-legal  nnportance 

of  it  is  so  plain.  . 

I^ow  when  a  woman  has  a  missed  miscarriage  or  a  missed 
abortion,  what  is  the  course  of  events  ?    The  fcetus  dies  ;  the 
symptoms  of  pregnancy  are  arrested;  milk  sometimes  appears 
in  the  breasts ;  haemorrhages  from  the  uterus  may  occur,  or 
they  may  not.    If  the  liquor  amnii  is  not  discharged  it  is 
absorbed,  and  the  contents  of  the  uterus  either  macerate  or 
become  mummified.    If  the  membranes  remain  entire,  the 
process  undergone  by  the  uterine  contents  is  that  of  mummifi- 
cation.   It  is"  only  when  germs  are  admitted,  and  generally 
after  rupture  of  the  bag  of  membranes,  that  putrefaction  and 
maceration  take  place,  and  the  more  or  less  complete  disso- 
lution of  the  ovum;  but  generally  the  membranes  remain 
entire.   If  the  uterus  has  been  felt,  the  remarkable  observation 
may  be  made,  that  a  woman  apparently  going  on  in  pregnancy 
has  the  uterus  steadily  diminishing  in  size,  instead  of  getting 
bigger;  and  at  last,  and  almost  invariably  (not  invariably), 
before  the  full  term  of  pregnancy,  counting  from  the  commence- 
ment of  it,  would  have  been  reached,  the  ovum  is  expelled. 
The  expulsion  is  frequently  unexpected.     When  it  is  expelled, 
you  have  the  mass  in  a  state  of  mummification,  nearly  dry,  of 
a  dirty-brown  colour;  and  the  foetus  and  membranes  are 
concealed,  being  rolled  up  in  ihe  placenta,  wliicli  is  too  firm  to 
be  much  compressed,  and  embraces  the  whole  ovum.  Sucb 
ova  I  have  had  sent  to  me  more  than  once  by  x^rf^-ctitioners, 
saying  truly  that  the  foetus  appeared  rolled  up  neatly  in  the 
membranes  and  the  placenta  as  in  a  parcel.    That  was  exactly 
the  case  in  this  instance.    In  this  preparation  you  will  see 
that  the  placenta  and  membranes  have  been  opened  up  to  show 
the  fffitus  inside.    In  our  case  the  edges  of  the  placenta  met 
over  the  fcetus,  embracing  it  entirely,  rolling  it  up  in  a  parcel- 
like form.    I  will  now  read  to  you  the  car<e. 

S.  K.,  aged  thirty- one,  married  eight  years,  has  had  four 
children,  the  last  two  years  ago ;  no  miscarriages.  Had  not 
menstruated  for  five  months  when  a  bloody  discharge  began. 
After  this  had  continued  for  three  weeks  she  became  an  out- 
patient under  Dr.  Godson.    She  was  ordered  ergot  and  strycli- 
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nine,  and  the  discliargc  ceased.  But  it  soon  recommenced,  and 
she  came  into  tlie  hospital.  Examination  now  discovered  a 
dilated  heart  with  a  mitral  regurgitant  murmur.  There  was 
dulness  above  the  pubes  for  an  inch,  hut  nothing  abnormal 
conld  be  felt.  Digital  examination  per  vaginam  discovered  the 
brim  of  the  pelvis  occupied  by  a  moderately  hard  mass,  with 
which  the  cervix,  which  was  patulous,  was  connected  by 
continuity.  The  uterine  probe  passed  easily  into  the  uterus 
three  inches  and  a  half.  The  uterus  was  mobile,  not  tender, 
and  formed  the  mass  occupying  the  pelvic  brim.  About  six 
hours  after  this  use  of  the  probe,  which  was  withdrawn 
unstained  by  blood,  pains  began.  After  about  eight  hours  of 
pains  a  mass  as  big  as  an  orange  was  expelled.  Very  little 
hsemorrhage  accompanied  and  followed  the  birth  of  the  mass. 
The  patient  rapidly  recovered.  The  mass  was  found  to  consist 
of  the  entire  ovum  in  a  state  of  decomposition;  except  the 
liquor  amnii,  of  Avhich  there  was  not  a  trace.  The  whole 
presented  a  dirty-brown  colour,  somewhat  like  that  of  de- 
colorized blood.  The  decidua  and  other  membranes  were 
rolled  tightly  around  the  foetus,  the  edges  of  the  placenta 
meeting  over  it.  The  foetus  was  of  the  size  of  about  two 
months'  growth.  On  the  foetal  surface  the  placenta  was 
covered  with  rounded  projecting  masses  of  various  sizes,  as  of 
a  field-beau,  or  of  a  hazel-nut.  They  were  beneath  the  chorion, 
and  were  formed  of  blood-clot  in  various  stages  of  decolorization. 

This  is  as  perfect  a  case  of  missed  abortion  as  you  could 
desire  to  see.  The  length  of  detention,  after  the  death  of  the 
foetus,  is  five  months ;  the  woman  then  began  to  feel  herself  ill 
because  she  began  to  bleed.  Observe,  in  this  case,  that  the 
membranes  remained  entire;  therefore  there  was  no  putrefaction. 
The  whole  ovum  was  in  a  state  of  decomposition.  Here  I 
cannot  avoid  pointing  out  a  common  mistake  in  obstetrical 
writing.  Some  of  the  best  books  on  obstetrics  divide  all 
children  and  abortions  into  living  and  putrid.  That  is  a  very 
great  mistake.  Dead  children,  dead  abortions,  in  various  stages 
of  decomposition,  are  quite  common ;  but  putrid  foetus  or  putrid 
abortion  is  quite  a  rarity.  Your  nose  is  a  sufficient  instrument 
of  diagnosis,  A  decomposed  foetus  is  very  seldom  putrid,  and 
it  should  not  be  so  described.    In  our  case  there  was  no 
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putridity,  but  there  was  the  peculiar  condition  of  decomposition 
which  I  have  called  mummilication. 

In  this  case  I  call  your  attention  to  what  is  perhaps  a  very 
important  element— the  disease  of  the  heart.  It  is  only 
recently  that  great  care  has  begun  to  be  paid  to  the  bearings 
of  disease  of  the  heart  upon  pregnancy  and  parturition  ;  I  know 
of  none  paid  to  the  bearings  of  disease  of  the  heart  upon 
abortion.  It  is  a  subject  well  worthy  of  attention  and  study. 
It  would  be  quite  easy  to  erect  a  theory  of  this  woman's 
abortion  founded  upon  disease  of  the  heart.  Disease  of  the 
heart  induces  miscarriage  frequently.  This  is  not  a  case  of 
miscarriage ;  it  is  a  case  of  missed  abortion  :  therefore,  the 
explanation  of  the  dependence  of  the  deatli  of  this  child  upon 
the  disease  of  the  heart  (mitral  regurgitation)  is  far  from  being 
made  out.  This  is,  as  I  have  said,  a  subject  which,  like 
innumerable  others,  remains  for  you  to  investigate. 

You  will  notice  in  this  case  that  I  introduced  the  probe, 
iind  those  "v^'ho  were  present  will  remember  that  I  said  at  the 
time,  "  I  do  this  without  hesitation,  because,  if  the  woman  is 
pregnant,  I  wish  the  pregnancy  to  end."  Before  you  decide  to 
introduce  a  probe  into  the  uterus  you  should  always  consider 
the  question  of  pregnancy.  In  this  case  it  was  considered,  and 
the  probe  was  deliberately  introduced.  You  see  also  beauti- 
fully illustrated,  in  this  case,  the  power  of  what  is  called 
uterine  catheterism  in  inducing  labour.  A  single  introduction 
of  a  uterine  probe  set  the  machinery  of  uterine  pains  a-going 
efficiently  within  six  hours. 


LECTURE  VI. 


ox  ABNOEMAL  PELVIS. 

The  subject  of  this  lecture  is  Abnormal  Pelvis.  An  abnormal 
pelvis  is  not  necessarily  a  deformed  pelvis ;  it  may  be  merely 
a  small  one.  A  deformed  pelvis  may  be,  as  you  see  in  this- 
example,  both  small  and  deformed.  The  most  frequent  de- 
formity occurs  in  pelves  that  are  not  otherwise  small — that 
are  large  enough  except  in  the  seat  of  the  deformity.  In  con- 
nection with  this  subject  we  have  a  very  great  piece  of  pro- 
gress in  obstetrics  that  is  going  on  at  the  present  moment. 
Within  my  days,  the  introduction  of  anesthetics  into  midwifery 
was  a  very  great  improvement.  A  still  greater  improvement, 
because  saving  of  life  is  of  more  importance  than  saving  of  pain, 
has  been  the  applications  made  of  the  antiseptic  theory,  not 
chiefly  in  the  treatment,  but  in  the  prevention  of  diseases.  That  is 
undoubtedly  the  greatest  improvement  in  obste,trics  in  modern 
times,  and  it- is  an  improvement  tliat  is  still  going  on  and 
increasing. 

The  subject  that  I  am  now  to  lecture  on  is  a  part  of  the 
great  improvement  that  has  been  introduced  in  the  treatment 
of  abnormal  pelvis.  To  show  you  in  one  sentence  the  striking 
character  of  this  improvement,  I  may  tell  you  that  while,  not 
very  long  ago,  I  visited  an  obstetric  hospital  which  was  not 
possessed  of  callipers  at  all — had  not  such  a  thing — now-a- 
days  in  many  of  the  best  obstetric  hospitals,  every  woman  is 
measured  to  find  out  the  conditions  of  her  pelvis.  I  am  not 
recommending  you  to  measure  every  pregnant  woman,  yet  these 
measurings  have  resulted  in  very  considerable  increase  of  our 
information  ;  and  although  tliis  universal  application  of 
measurement  is  not  required,  still  it  shows  you  the  contrast 
with  the  condition  that  I  have  mentioned  of  a  hospital  that 
had  not  calUpers  at  all.    This  great  improvement  has  been 
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introduced  from  Germany,  and  it  is,  in  the  mam,  an  importa- 
tion from  Kiel.  In  order  that  you  may  understand  it,  I  use 
the  old  division  of  mechanically  dithcult  cases  into  three. 
You  have  firstly  the  slighter  cases— and  therefore  the  more 
frequent,  and  in  that  respect  the  more  important  cases — 
where  the  pelvis  is  spoken  of  as  a  pelvis  whose  conjugata  vera 
varies  hetween  four  inches  and  a  little  above  three.  These  are 
the  shghter  cases.  Now,  in  these  cases  the  improvement  that 
has  been  made  is  an  improvement  in  our  judgment  of  the  con- 
ditions of  the  labour— an  improved  diagnosis,  so  that  cases 
which  are  still  extensively  spoken  of  as  cases  of  inertia  (which 
is,  no  doubt,  generally  an  erroneous  explanation  that  is  far  too 
widely  apphed),  or  simply  spoken  of  as  "  forceps  cases,"  are 
now  more  exactly  and  correctly  defined.  They  are  recognized 
chiefly  by  deviations  from  the  ordinary  progress  of  labour,  or 
from  the  ordinary  mechanism ;  and  these  deviations  from  the 
ordinary  mechanism  are  in  a  very  great  measure  distinctive ; 
especially  of  cases  of  mere  smallness  of  the  pelvis,  the  pelvis 
being  otherwise  well  formed ;  and  of  cases  in  which  the 
deviation  of  mechanism  is  produced  by  antero-posterior  con- 
traction of  the  brim  without  the  pelvis  being  otherwise  small. 
This  is  not  the  place  to  speak  further  of  this  kind  of  diagnosis- 
made  dui-ing  labour.  I  merely  point  it  out  to  you  because  1 
wish  you  to  see  intelligently  the  interest  attaching  to  prelimi- 
nary investigations  generally,  and  in  the  cases  that  I  am  to 
bring  before  you  at  a  further  part  of  the  lecture. 

We  come  now  to  graver  cases — the  second  kind  of  mechan- 
ically difficult  labours — where  the  pelvis  varies  from  above  three 
down  to,  in  exceptional  cases,  nearly  two  and  a  half  inches  in 
the  conjugate.  In  such  cases  the  great  improvement,  which 
is  still  going  on,  is  an  improvement,  not  in  diagnosis,  but  in 
our  judgment  of  the  method  to  be  pursued  in  delivering.  In 
such  cases  it  has  been  common — indeed,  it  may  be  said  to  be 
prevalent — for  students  or  practitioners  to  divide  themselves- 
into  two  classes,  and  one  set  to  swear  a  belief  in  version  as  the 
proper  mode  of  delivering  women  with  deformed  pelvis ;  while 
another  set  believe  in  the  forceps  as  the  proper  mode.  All 
such  judgments  are  ill-founded.  They  are  founded  upon  the 
measurement  of  the  conjugate  as  the  single  criterion  ;  and  it 
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was,  and  is,  taught  extensively  tliat  according  to  certain  minute 
measurements  of  the  conjugate,  so  you  should  proceed  to 
deliver  a  woman  Ly  podalic  extraction  after  version,  or  by 
forceps  or  by  craniotomy.  Such  a  method  of  judgment  must 
be  entirely  given  up.  It  is  necessary,  if  you  are  to  treat  your 
patients  properly,  to  come  to  each  case  iinprejudiced,  to  study 
it  as  an  individual  case  in  which  there  are  a  great  many  ele- 
ments besides  the  mere  measurement  of  the  conjugate,  some  of 
them  more  important  than  any  refinement  of  tliat  measure- 
ment. Among  these  elements  are  the  presence  or  absence  of 
general  contraction  of  the  pelvis,  the  position  and  other  relations 
of  the  head,  the  state  of  the  membranes,  and  the  state  of  the 
uterine  retraction. 

A  similar  defect  in  judgment  runs  through  the  recent 
writings  in  favour  of  the  increased  frequency  of  the  use  of 
the  forceps  in  what  may  be  called  ordinary  labours.  In  the 
case  of  deformed  pelvis  it  is  the  measurement  of  the  conjugate 
that  is  held  to  be  the'criterion  of  practice — the  better  judgment 
founded  on  the  consideration,  not  of  one  element,  but  of  all  the 
important  elements  of  the  case,  being  omitted  or  lost.  In  the 
case  of  forceps,  statistics,  whose  accuracy  requires  consideration, 
are  held  as  showing  success  resulting  from  a  great  frequency  of 
their  use,  and  practitioners  are  directed  to  look  at  that  mere 
frequency  as  a  criterion  of  good  practice — the  better  judgment 
founded  on  a  full  and  careful  consideration  of  all  the  particulars 
of  each  case,  or  of  each  group  of  cases,  being  again  also  omitted. 

Although  it  is  out  of  place,  1  shall  here  make  one  remark  on 
the  use  of  statistics  in  judging  of  the  forceps-practice  referred 
to.  The  forceps  cases  of  a  forceps  enthusiast  are  unfairly  set 
against  the  forceps  cases  of  one  who  rarely  uses  tlie  instrument, 
i'or,  if  a  forceps  practitioner  delivered  all  his  cases  artificially, 
his  so-called  success  with  his  forceps  cases  would  be  still 
greater,  or  his  forceps  mortality  would  be  less,  which  is  absurd. 
Practices  in  which  the  forceps  is  often  used  should  be  compared 
with  practices  in  which  the  instrument  is  rarely  used,  not  one 
set  of  forceps  cases  with  another  set. 

We  require  more  diagnostic  refinement  of  the  causes  and  con- 
ditions of  difficult  labours ;  and  it  is  a  part  of  this  diagnostic 
process  that  I  am  trying  to  teach  you  to-day.  This  improvement 
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will  diminish  the  uumber  of  cases  going  hy  the  name  of  tlie' 
treatment— as  forceps— and  describe  them  less  nosologically  and 
more  pathologically.  No  doubt  it  will  diminish  also  the  number 
of  cases  vaguely  called  inertia,  or  declared  to  be  from  an  undis- 
coverable  cause.  I  advise  you  to  trust  to  Nature  as  far  as  you 
wisely  can  ;  to  be  loth  to  take  a  case  into  your  own  compara- 
tively ignorant  and  unskilful  hands;  and  to  judge  that  the 
success  which  the  forceps  practitioner  seems  to  have,  as  against 
hun  who  leaves  cases  to  Nature,  is  a  fallacious  appearance  of 
success,  if  it  be  true  that  Nature  is  on  the  whole  better  than 
forceps. 

The  third  class  of  cases— the  gravest  cases,  cases  wlrich  run 
from  two  and  a  half  inches  downwards  to  less — has  also  under- 
gone very  great  improvement,  the  improvement  being  in  the 
kind  of  instrumental  treatment,  the  means  of  carrying  out  the 
design  of  the  practitioner  j  not  as  in  the  former  class,  deciding 
what  is  to  be  done,  but  the  method  of  doing  it.  Upon  this 
third  class  I  shall  say  nothing  more  meantime. 

Now  I  come  back  to  the  iirst  set  of  cases,  which  are  far  the 
most  important — the  class  of  slightest  mechanical  difficult}\ 
The  astonishing  result  has  been  clinically  arrived  at,  that  in 
Germany  there  is  a  mass  of  from  1 2  to  15  per  cent,  of  such 
oases.  I  feel  quite  sure  that  there  will  be  found  much  fewer 
in  this  country.  That  is  a  judgment,  not  a  statement  founded 
upon  exact  information,  because  I  know  no  hospital  or  practice 
in  this  coimtry  where  there  has  been  systematic  measurement 
of  every  case  and  observation  of  the  mechanism  of  early 
labour,  with  a  view  to  decide  such  a  question  ;  but  it  is 
founded  upon  this,  which  is  almost  positive  proof,  that  in  this 
country  malpresentations,  cord  presentations,  face  presenta- 
tions, are  rarer  than  in  Germany.  I  should  be  very  much 
astonished,  therefore,  if  a  careful  clinical  inquiry  resulted  in 
showing  that  in  this  country  there  were  so  many  as  from  i  2 
to  15  per  cent,  of  pelves  abnormal,  as  has  been  found  by 
thoroughly  competent  authorities  in  Germany. 

In  these  slightest  cases,  pelvimetry  is  most  difficult.  The 
pelvimetry  in  these  cases  consists  in  very  simple  measurements, 
which,  however,  you  require  to  learn  to  make.  A  practitioner 
is  very  awkward  in  making  such  measurements  at  first,  and  he 
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i'e(|uires  to  have  a  good  callipers  or  other  good  external  pel- 
vimeter. He  requires  experience,  still  more,  for  internal  pel- 
vimetry. 

How  do  you  proceed  in  these  cases  ?  The  patient  is  un- 
dressed, and  placed  on  a  suitable  bed  for  examination.  The 
object  is  to  find  out  as  nearly  as  you  can.  the  length  of  the 
€onjugata  vera,  and  to  hnd  out  the  general  size  of  the  pelvis. 
In  all  cases  these  are  the  two  chief  things ;  but  in  cases  of 
higher  deformity  you  go  farther,  and  measure  such  things  as 
the  distance  of  the  posterior  superior  spines  of  the  ilia,  and 
make  a  variety  of  further  observations  which  I  do  not  enter 
upon  now. 

The  first  measurement  is  of  the  external  conjugate,  C.  ext., 
frequently  known  as  D.B.,  the  diameter  of  Baudelocque.  Now, 
the  external  conjugate  is  measured  from  what  you  judge  to  be 
the  first  spine  of  the  sacrum,  or  from  a  hollow  that  is  generally 
found  below  the  last  lumbar  spine,  to  the  mens  veneris 
in  front  of  the  symphysis  pubis.  In  a  healthy  woman  that 
measurement  is  from  seven  and  a  half  to  eight  inches  ;  I  shall 
put  it  down  at  seven  and  a  half.  There  are  sources  of 
variation  which  will  easily  suggest  themselves  to  you,  such  as 
the  different  amount  of  fat  in  different  women.  Now  for  the 
judgment  you  form  from  this.  You  take  off  two  and  a  half 
for  the  thickness  of  the  sacrum  ;  you  take  off  fully  an  inch 
for  the  thickness  of  the  pubes  and  the  soft  parts — that  is,  you 
subtract  quite  three  inches  and  a  half  from  seven  and  a  half. 
If  you  had  nothing  else  to  rely  upon,  and  you  found  the 
measurement  to  be  fully  seven  and  a  half,  you  would  say  a 
four-inch  pelvis — a  healthy  pelvis  so  far — four  inches.  But 
you  will  find  in  practice  that  this  is  not  a  very  reliable 
measurement,  therefore  you  take  other  measurements  by  Avlnch 
to  correct  this.  It  so  happens  that  in  the  most  interesting 
case  I  have  to  mention  to-day  the  measurement  proved  correct, 
or  as  nearly  correct  as  was  to  be  expected.  In  this  poor 
woman,  whose  pelvis  I  have  in  my  hand,  the  external  con- 
jugate was  five  and  a  half ;  take  off  fully  three  and  a  half,  and 
you  have  left  two  inches,  or  somewhat  less. 

The  next  dimension  you  take  is  the  measurement  of  the 
spines  as  it  is  called.    The  measurement  is  from  the  external 
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margins  of  the  anterior  snperior  spinous  processes  of  the  ilia, 
iincUt  is  known  by  the  marks  I  show  you  here,  Sp.  il.  ^  In 
healthy  women  this  measurement  varies  greatly,  and  it  is 
iibout  ten  inches.  Then  you  take  another  measurement 
between  the  most  distant  parts  of  tlie  crests  of  the  ilia,  and 
this  is  known  in  books  as  Cr.  11.,  and  in  healthy  women  it 
generally  measures  eleven  inches,  or  fully  an  inch  more  than 
the  former.  These  two  measurements  afford  valuable  evidence ; 
they  are  easily  taken,  and  you  will  find  their  value  excellently 
illustrated  in  the  cases  I  have  to  go  over  immediately.  If 
these  measurements  are  both  small,  then  you  have  reason  to 
suspect  that  the  brim  of  the  woman's  pelvis  is  small.  If  (as 
in  this  case)  the  measurement  of  the  crests  is  smaller  than  the 
measurement  of  the  spines,  or  equal  to  it,  then  you  have 
reason  to  believe  that  the  pelvis  is  flattened  or  contracted,  in 
its  antero-posterior  diameter. 

The  next  measurement  is  the  most  difficult  :  it  is  also  tlie 
most  important.  In  the  graver  cases  no  other  measurement  is 
Absolutely  required — that  is,  the  measurement  of  the  conjugata 
diagonalis,  which  is  known  in  books  as  C.  d. — generally  in  a 
well-made  pelvis  four  inches  and  a  half.  But  in  a  full- sized 
pelvis  it  is  often  not  to  be  measured  during  life :  to  do 
so  would  give  the  Avoman  too  much  pain :  you  wonld  have 
to  force  the  fingers  too  far  in  order  to  succeed.  You  will  see 
how  easily  it  is  measured  in  some  of  the  cases  of  contraction 
that  I  shall  presently  describe.  This  measurement  is  made  by 
pushing  one  or  two  fingers  per  vaginam  so  as  to  touch  the  pro- 
montory with  the  point  of  the  index-finger  if  one  is  used,  or  ol" 
the  middle  finger  if  two  are  used  (the  index-finger  being  not 
long  enough).  With  the  nail  of  the  index  of  your  other  hand 
you  mark  off  where  the  inferior  border  of  the  symphysis  cuts 
the  radial  side  of  the  introduced  index-finger,  and  then  you 
have  a  pretty  accurate  measurement  of  the  conjugata  diagonalis 
by  telling  off  the  distance  between  the  point  of  the  index-finger 
if  that  alone  was  used,  or  between  the  point  of  the  middle 
finger  and  the  mark  you  have  made  with  the  nail  of  your  otlier 
index-finger  upon  the  radial  border  of  the  hand.  This  gives 
jou  the  conjugata  diagonalis.  Now,  from  this  you  argue  as  to 
what  you  wish  to  ascertain — namely,  the  conjugata  vera,  C.  v. 
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The  conjiigata  cTiagonalis  being  ascertained,  from  this  take  half 
an  inch,  and  you  get  the  conjugata  vera  which  you  seek.  There 
are  a  good  many  niceties  about  this  measurement,  but  you  get 
as  your  result  in  a  healthy  pelvis  four  inches  from  this  plan, 
just  as  you  get  it  from  the  diameter  of  Baudelocque. 

These  measurements,  in  the  slighter  class  of  cases,  are  im 
portantj  but  they  have  to  be  supplemented  by  measurements 
during  or  after  labour,  and  by  observations  of  the  mechanism  of 
delivery. 

Now  I  come  to  the  cases.  We  have  had  recently  in 
"  Martha  "  four  cases,  not  of  the  first  or  slightest  class,  but  of 
the  second  and  third. 

The  first  case  is  one  of  which  this  well-known  museum  pre- 
paration may  be  held  to  be  a  representation,  for  in  the  patient, 
whose  case  I  have  now  to  read,  the  condition  was  exactly 
similar.  The  case  is  one  of  osteo-sarcoma  of  the  sacrum ;  the 
pelvis  l^eing  neither  small  nor  deformed,  in  the  ordinary  sense 
of  those  words  ;  but  for  obstetric  purposes  extremely  deformed. 

E.  P.,  aged  twenty-seven,  married  for  seven  years,  has  had 
four  children,  all  born  at  full  time  ;  com]plains  of  almost  con- 
stant pain  in  the  lower  part  of  the  back,  greater  on  the  left 
than  on  the  right  side.  This  pain  has  been  present  since  her 
last  confinement,  seventeen  months  before  admission  into  the 
hospital.  About  the  seventh  month  of  her  third  pregnancy 
she  first  felt  this  pain— about  three  years  ago.  The  child  was 
delivered  by  craniotomy.  The  pain,  which  had  been  less  or 
altogether  gone,  returned  about  the  seventh  month  of  her  last 
or  "fourth  pregnancy.  This  child  was  also  delivered  by 
craniotomy.  Besides  the  pain  she  has  leucorrhcea  and  frequent 
micturition.  She  has  not  had  a  monthly  illness  for  twa 
months,  and  thinks  she  is  pregnant.  She  is  on  the  whole  a 
well-made  woman.  A  large  solid  tumom;  occupies  the  posterior 
parts  of  the  pelvic  cavity  so  as  to  reduce  the  available  conjugate 
to  one  inch  and  a  half  or  thereabouts.  There  is  a  rounded, 
flattened,  and  slightly  projecting  swelling  of  the  base  of  the 
o,acrum  externally  and  more  on  the  left  than  on  the  right  side. 
The  uterus  is  elevated  above  the  brim  of  the  pelvis,  and  is 
three  inches  in  the  length  of  its  cavity.  She  was  found  to  be 
not  pregnant,  and  was  dismissed. 
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You  will  observe  this  case  was  not  measured  by  callipers, 
because  measurement  by  callipers  could  afford  us  no  informa- 
tion— the  woman  had  no  deformity  to  be  detected  in  that 
way;  and  besides,  the  external  tumour  would  render  any 
measurement  by  callipers  useless.  The  fingers  here  made  the 
measiu-ement :  they  measured  the  available  conjugata  vera 
actually  and  at  once,  and  they  found  it  one  inch  and  a  half  at 
the  time  of  her  coming  into  the  hospital.  Here  the  measure- 
ment of  the  conjugata  diagonalis  was  not  attempted,  not 
required,  and  it  could  scarcely  have  been  done.  This  woman's 
disease  began  before  the  third  pregnancy,  in  which  she  was 
delivered  by  craniotomy,  after  having  had  her  former  children 
easily  enough.  The  disease  was  gradually  increasing  ;  and 
now,  if  she  were  to  fall  in  the  family  way  again,  abortion 
should  be  induced  to  save  her  from  the  dangers  of  delivery  by 
Caesarian  section.  She  could  not  be  delivered,  if  she  went  on 
to  near  full  time,  in  any  other  way.  In  this  woman,  then, 
had  Ave  found  pregnancy  to  exist,  we-  should  not  have  hesitated 
to  destroy  the  pregnancy,  in  order  to  save  her  from  the  dangers 
attendant  upon  delivery  of  a  child  at  or  near  term. 

Cases  of  osteomalacia  are  very  uncommon  in  this  country. 
There  is  a  case  at  present  in  one  of  the  medical  wards.  A 
woman  may  be  seized  with  this  disease  after  she  has  had  some 
children  quite  easily,  and  may  offer  you  a  history  like  the 
history  of  this  woman,  of  gradually  advancing  deformity  of  the 
pelvis.  But  in  the  case  of  osteomalacia  you  would  have  very 
different  conditions.  The  whole  skeleton  is  modified,  and  the 
woman  is  gradually  sinking  in  stature  as  well  as  having  her 
pelvis  diminished  in  its  conjugate  diameter.  In  fact,  the  cases 
have  no  analogy  to  one  another  except  in  the  circumstance 
that  you  have  the  deformity  of  the  pelvis  gradually  increasing 
from  one  pregnancy  to  another,  and  requiring,  as  the  deformity 
advances,  different  kinds  of  delivery  if  the  woman  is  allowed 
to  go  on  to  full  time. 

The  next  case  is  one  of  a  commoner  kind— a  case  of 
generally  contracted  rickety  pelvis.  This  woman,  aged  twenty- 
seven,  was  brought  into  ''Martha"  in  labour  on  June  24  last. 
She  has  been  deformed  since  childhood,  and  is  of  low  stature, 
measurmg  four  feet  two  inches.    She  was  married  bn  Septem- 
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ber  24,  aud  has    had  uo  cataiiienial  discharge  siuce  then. 
Pains  began  on  the  22nd;  they  were  never  severe.    The  cord 
becanie  prolapsed  on  the  morning  of  tlie  day  of  admission — it 
is  pulseless.    The  diameter  of  liaudelocque  is  found  to  measure 
five  inches  and  a  half,  the  crests  measure  eight  inches  and  a 
quarter,  wliile  tlie  spines  measure  more — eight  inches  and  a 
half.    The  uterus  has  a  natural  feeling,  projects  extraordinarily, 
and  has  a  left  lateral  obliquity.    Through  the  hypogastrium 
the  child's  head  can  be  felt,  movable.    The  limit  of  the  uterine 
body  and  cervix  not  distinctly  felt,  from  the  pains  being  slight 
— it  is  about  half  an  inch  below  the  level  of  the  navel.  The 
external  parts  are  swollen  and  congested.    The  external  os 
uteri  is  dilated  to  the  size  of  a  florin.    The  head  presents  in 
the  first  position.    Two  fingers  can  with  difficulty  be  squeezed 
into  the  conjugate,  which  is  almost  an  inch  aud  a  half,  and 
there  is  no  considerable  increase  of    any  antero-posterior 
diameter  of  the  brim  at  any  part.    Some  pelvic  brims  have 
dilatations  at  one  or  both  sides  of  the  promontory ;  in  this  case 
there  is  no  increase.    Caesarian  section  was  performed,  and 
proved  fatal  from  septic  peritonitis,  of  slight  extent  and  degree, 
upon  the  third  day.     In  this  case  the  callipers  were  used,  and 
they,  unaided,  indicated  very  accurately  the  kind  of  deformity 
and  the  degree.    But  the  fingers  gave  an  additional  measure- 
ment by  being  jammed  into  the  actual  and  available  conjugata 
vera,  so  as  to  measure  directly  the  size  of  the  conjugata  just  as 
in  the  former  case.    The  pelvis  in  this  case  was  made  out 
without  any  difficulty  to  be  a  pelvis  which  was  generally 
contracted  or  small,  highly  deformed,  with  a  conjugate  of  an 
inch  and  a  half,  and  its  deformity  was  rickety,  the  brim  having 
a  reniform  or  kidney  shape.    I  have  not  entered,  in  this  case, 
upon  the  woman's  medical  history,  which  of  itself  showed  tliat 
she  had  a  pelvis  almost  certainly  rickety,  and  involving  great 
difficulty  and  danger  should  she  come  to  be  confined  at  or  near 
the  full  tim^. 

The  next  case  I  have  to  mention  is  one  of  a  still  commoner 
kind  :  it  is  also  a  case  of  generally  contracted  rickety  pelvis. 
This  young  woman  is  aged  twenty-two,  healthy  looking,  four 
feet  four  inches  in  height ;  had  her  last  monthly  period  in 
the  beginning  of  April,  six  months  ago ;  had  previously  been 
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always  regular.  The  legs  are  curved,  nearly  symmetrically, 
the  convexity  looking  outwards  to  either  side,  the  greatest 
curvature  being  at  the  junction  oE  tlie  middle  and  lower  thirds. 
The  abdomen  presents  the  characters  of  a  pregnancy  advanced 
beyond  tlie  sixth  month.  The  posteiior  superior  spines  gf  the 
ilia  are  not  easily  or  well  made  out — two  inches  apart.  The 
diameter  of  Baudelocque  is  six  inches  ;  spines  eight  inches 
and  a  half,  the  left  being  an  inch  and  a  half  higher  than  the 
right ;  the  crests  eight  inches  and  a  (xuarter ;  the  diagonal 
conjugate  is  three  inches  ;  the  sacrum  is  acutely  bent  in  a 
posterior  angular  curvature  below  its  middle.  The  spine  has 
a  slight  right  lateral  curvature  in  the  dorsal  region,  com- 
pensated by  one  in  the  lumbar  region  to  the  left.  The 
induction  of  premature  labour  is  recommended  as  soon  as  the 
child  is  viable,  the  conjugata  vera  being  judged  to  be  little 
more  than  two  inches  and  a  half. 

You  will  observe  the  words  I  use  in  resard  to  this  case  ; 
that  the  conjugata  vera  is  "judged'  to  be  so-tftid-so.  In 
this  case  you  cannot,  before  labour,  actually  measure  it — you 
cannot  measure  it  as  in  the  two  former  cases,  by  jamming  the 
fingers  or  palm  into  it.  In  all  cases  that  can  be  done  just 
after  the  child  is  born^  and  should  be  done.  In  the  great 
deformities,  such  as  those  of  the  two  women  I  have  previously 
described,  it  can  be  done  before  labour,  but  in  a  case  like 
this  it  cannot  be  done.  Therefore  you  have  here  a  judgment 
as  to  the  measure  of  tlie  true  conjugate  :  we  do  not  actually 
measure  it. 

I  have  still  another  case  of  equal  interest  which  I  shall 
merely  mention.  It  is  like  the  last,  but  still  slighter  in  its 
dangerous  character.  It  is  the  case  of  a  woman  who  has  had 
eleven  childi-en,  and  of  these  children  she  bore  only  two 
spontaneously — the  first  two.  Of  these  two  the  second  alone 
was  born  alive,  and  survives.  Now  I  mention  these  few 
particulars  of  this  case  to  point  out  to  you  an  observation  of 
great  interest — the  contrast  between  successive  labours  in  a 
slightly  deformed  pelvis  and  in  a  healtliy  pelvis.  Everybody 
knows  that,  in  an  ordinary  practice,  tedious  and  difficult  cases 
are  expected  among  tlie  primiparaj :  and  it  is  quite  true.  The 
observation  is  correct.    In  the  cases  of  primipan^  you  are  not 
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astonished  at  having  a  long,  expectant,  sederunt.  Subsequent 
labours  are  undoubtedlyraore  and  more  easy,mechanically  speak- 
ing, till  at  last  they  very  frecp;ently  become  far  too  easy  for  the 
woman's  safety.    But  in  the  case  of  the  first  degree  of  deformity 
of  the  pelvis  you  have,  as  this  case  illustrates,  the  opposite 
course.    It  is  the  first  labours  that  are  easiest.    In  tlie  first 
labour  the  woman's  power,  and  especially  the  labour  includin 
the  uterine  power,  is  the  greatest;  and  in  a  woman's  fijst 
labour  she  may  succeed  in  forcing  tlic  child  at  the  full  time 
into  the  world,  while  in  subsequent  labours  she  utterly  fails 
from  weakness  or  inadequacy  of  the  pov^ers  of  labour.  In 
a  woman  with  a  slightly  deformed  pelvis  you  expect  subse- 
quent labours  to  be  the  more  difficult,  apart  from  any  in- 
creasing deformity,  and  simply  from  the  powers  of  labour 
being  less  as  pregnancies  increase  in  number — a  well-known 
fact. 

I  go  back  to  repeat  what  I  said  of  the  second  class  of 
deformed  ]3elves,  that  the  measurement  of  the  pelvis,  and 
especially  the  measurement  of  the  conjugate,  even  if  accurately 
made,  is  not  the  criterion  of  the  mode  of  delivery  to  be  adopted 
at  the  iuU  time,  or  if  premature  labour  is  induced.  In  the 
same  woman,  conditions  may  vary  in  different  labours ;  and,  in 
different  cases  of  the  same  dimension,  conditions  may  vary,  so 
that  at  one  time  perforation  may  be  the  right  operation,  and  at 
another  time  turning  may  be  the  right  operation.  Turning,  or 
rather  delivery  by  podalic  extraction  after  turning,  is  not  to  be 
resorted  to  unless  you  have  a  rational  prospect  of  gettmg  a 
livincT  child.  If  your  delivery  by  turning  ends  in  the  birth  of 
a  dea^d  child  it  is,  to  a  certain  extent,  a  failure  ;  it  would  have 
been  better  to  perforate— safer  for  the  woman.  You  may  not 
iustly  condemn  your  practice  retrospectively.  Nevertheless, 
you  would  not  choose  to  turn  a  dead  cliild ;  and  if  you  tui-n  a 
living  one,  and  do  not  extract  it  alive,  your  operation  is  partly 
a  failure  :  perforation  would  have  been  better. 

You  can  easily  understand  that  not  only  may  the  forceps  be 
used  in  one  instance,  where  in  another  instance,  m  the  same 
woman,  turning  is  the  right  operation,  but  you  may  also  be 
Tre  that  as  the  forceps  is  the  operation  most  used  in  the 

Itest  cases,  so  it  is  the  more  valuable  operation,    lou  will 
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more  frequently  have  recourse  to  the  forceps  than  to  podalic 
extraction  after  version,  but  that  frequency  is  nothing  at  all  m 
favour  of  the  forceps  as  an  operation  in  jealous  rivalry  witli 
version.  There  is  no  just  occasion  for  any  rivalry.  Every 
<;ase  must  be  judged  on  its  own  merits,  the  whole  particulars 
being  taken  into  consideration. 

Finally,  suppose  you  have  had  a  case  of  this  kind.  The 
future  treatment  of  the  woman  is  easier,  because  in  future 
pregnancies  you  have  the  history  of  the  labour  in  the  former 
pregnancy  to  aid  you.  And  every  woman  who  has  a  deformed 
pelvis  should  have  kept  for  her  a  careful  record  of  the  history 
of  her  various  deliveries,  so  that  the  practitioner  may  have  the 
instruction  derivable  from  former  deliveries. 

Every  woman  whom  you  deliver,  who  has  a  pelvis  that  is  at 
fill  suspected  of  contraction,  should  have  five  different  measure- 
ments of  her  pelvic  brim,  for  the  purpose  of  settling  the 
treatment  in  subsequent  confinements. 

■  Firstly,  you  have  the  measurement  of  the  conjugata  vera 
founded  upon  the  measurement  of  the  diameter  of  Baudelocque 
— the  external  measurement;  and  that  you  can  get  at  any 
time.    Secondly,  you  have  the  measurement  of  the  conjugata 
vera  founded  upon  the  measurement  of  the  conjugata  diagonalis; 
xmd  that  measurement  you  can  frequently  get  at  any  time, 
whether  the  woman  is  pregnant  or  not.  The  third  measurement 
is  a  measurement  that  we  can  only  get  when  the  woman  is  not 
in  a  state  of  advanced  pregnancy ;  it  is  a  measurement  which 
is  easily  made  in  a  thin  woman — a  woman  who  has  not  much 
fat  in  the  anterior  abdominal  wall,  nor  any  kind  of  abdominal 
distension.    You  make  out  in  such  a  woman  througli  the 
anterior  abdominal  flap,  the  promontory  of  the  sacrum  and  the 
symphysis  pubis,  and  measure  the  intervening  distance.  Then 
you  have  a  fourth  measurement,  which  generally  can  be  made, 
and  is  made,  only  during  delivery,  or  immediately  after  it.  I 
told  you  that  in  a  slightly  contracted  pelvis  you  cannot  actually 
measure  the  conjugata  vera  before  delivery  as  you  can  measure 

it  in  an  extremely  contracted  one  by  jamming  the  fingers  into 

it ;  but  immediately  after  delivery  it  is  your  duty  to  do  that, 
iind  you  do  it  by  introducing  your  whole  hand  into  the  pelvis. 

Every  practitioner  knows  the  breadth  of  his  hand  at  different 
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parts,  and  lie  finds  out  the  number  of  fingers  lie  can  pass  into 
the  conjugata,  or  the  degree  to  which  his  whole  flat  hand  will 
go  into  the  conjugata.  He  can  thus  measure  actually  at  that 
time  the  size  of  the  conjugata  vera.  That  is  a  fourth 
measurement  that  every  woman  should  have  made  upon  her 
during,  or  after,  her  labour,  if  her  pelvis  is  suspected.  There 
is  a  fifth  which  is  also  very  valuable.  Of  course,  in  a  case  of 
delivery  of  this  kind,  you  watch  the  passage  of  the  child's 
head,  noticing  the  diameter  which  comes  through  the  contracted 
part  ;•  and,  as  soon  as  the  child  is  born,  you  take  your  callipers 
and  measure  this  part,  generally  near  the  bi-temporal  diameter, 
and  you  measure  it,  pressing  yonr  callipers  pretty  firmly,  as 
probably  the  pelvis  pressed  pretty  fijrmly  as  the  child's  head 
came  through.  This  gives  you  the  size  of  the  body  that  came 
through. 


LECTURE  VII. 


CHRONIC  CATARRH  01^  THE  CERVIX  UTERI. 

The  case,  which  forms  the  siihject  of  this  lecture,  is  one  of 
chronic  catarrh  of  the  neck  of  tlie  womb,  a  disease  which  has 
for  many  years  been  popularly  known  in  the  profession  and 
to  the  public  as  "ulceration."  This  term  is  pathologically 
inaccurate,  and  conveys  a  very  erroneous  idea  of  the  formid- 
able character  of  this  disease,  so  that  it  has  given  to  patients 
an  immense  amount  of  unnecessary  and  unjustifiable  alarm. 
When  a  woman  has  a  genuine  ulcer  of  the  womb,  such 
as  would  be  so  designated  by  a  surgeon,  destroying  tissue 
deeply,  you  have  ground  for  alarm,  for  most  of  these  cases 
are  mahgnant  in  character :  some  may  be  of  the  character 
of  lupus. 

The  disease  is  now  properly  called  by  the  name  I  have 
given  it. 

First,  it  is  chronic.  You  are  all  familiar  with  acute  forms 
of  catarrh,  such  as  the  common  cold  in  the  head,  which  for  a 
few  days  causes  so  much  fever,  pain,  and  annoyance,  and  then 
disappears.  A  woman  is  liable  to  similar  acute  catarrh  of  the 
cervix  uteri,  with  copious  purulent  secretion ;  but  that  is  not 
the  disease  of  which  we  are  speaking.  Our  disease  is  chronic, 
for  it  is  of  long  duration,  sometimes  being  so  even  when 
diligently  treated.  It  may  last  for  years  or  a  great  part  of  a 
lifetime,  during  which  a  woman  may  have  borne  several 
children.  In  the  case  now  in  "  Martha  "  we  judge  from  the 
history  that  it  has  lasted  at  least  thirty-two  weeks. 

Second,  it  is  a  catarrh,  presenting  some  of  the  usual 
appearances  of  this  diseased  condition.  The  mucous  mem- 
brane is  swollen,  red,  easily  made  to  bleed,  and.  secretes  a 
muco-purulent  Ihiid  or  simple  pus.  Often  tlie  secretion  is 
nearly  healthy.    In  the  part  of  the  cervix  that  can  be  seen, 
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the  mucous  membrane  lias  often  a  punctate  appearance,  which 
is  called  granular.  Sometimes  there  is  hypertrophy  of  the 
membrane,  and  it  may  have  folds  projecting  like  cocks' 
combs.  The  red  surfaces  are  easily  made  to  bleed.  They 
are  covered  by  a  peculiar  cylindrical  epithelium;  and  often 
imbedded  in  the  tissues  below  the  surface  of  the  portio  are 
little  cavities  lined  with  similar  epithelium.  These  cavities 
may  be  found  beneath  a  healthy  surface,  a  drop  of  pus  issuing 
on  puncturing  where  they  are,  that  is,  in  the  neighbourhood 
of  the  red  parts  or  even  where  there  are  no  red  parts.  These 
latter  peculiarities  of  this  affection  of  the  portio  bring  it 
histologically  into  close  alliance  with  malignant  disease  of  the 
same  part. 

Third,  it  is  an  affection  of  the  neck  of  the  womb.  This 
part,  you  must  always  remember,  is  physiologically  and 
pathologically,  as  well  as  anatomically,  quite  distinct  from 
the  real  womb,  or  body  of  the  womb.  The  latter  is  the 
organ  of  menstrual  excretion  and  of  pregnancy  and  of 
parturition.  A  neck  of  a  bottle  is  much  less  a  distinct  part 
from  the  bottle  proper  than  is  the  neck  of  the  womb  from  its 
body.  The  cervix  uteri  is  a  large  open  gland,  and  very  liable 
to  catarrhal  inflammation.  This,  then,  is  the  disease,  chronic 
catarrh  of  the  neck  of  the  womb. 

This  disease  is  of  considerable  importance  on  account  of 
its  frequency,  not  on  account  of  its  nature.  It  is  in  every 
respect  an  important  disease,  yet  it  is  not  to  be  classed  with 
fevers,  degenerations,  with  rheumatism,  or  gout.  If  a  classifi- 
cation of  diseases  were  made,  according  to  their  gravity,  I 
daresay  this  disease  would  not  be  placed  higher  than  the 
third  rank.  Many  women — but  far  from  all — who  suffer 
from  it  pay  no  attention  to  it,  and  can  scarcely  be  said  to  be 
patients  in  any  ordinary  sense.  In  some  women  it  is  im- 
portant from  the  alarm  it  causes  ;  in  our  patient  in  "  Martha," 
it  was  supposed  to  be  a  malignant  rodent  ulcer.  In  all  it 
deserves  attention,  and  in  many  demands  treatment  at  your 
hands. 

It  is  generally  said  to  be  the  commonest  disease  peculiar 
to  women ;  but  I  am  not  sure  of  this.  I  think  it  has  rivals 
in  chronic  ovaritis,  and  in  chronic  inflammation-  of  the  uterus 
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and  ovaries.  Yet  its  commonness  justly  gives  it  great 
interest  and  prominence.  ^ 

I  cannot  pass  on  witliout  saying  a  few  words  on  tlie 
historical  position  of  this  disease, "  ulceration  of  the  womb. 
This  history  is  an  illustration,  and  in  some  respects  not  a 
creditable  iUustration,  of  the  medical  philosophy  of  this 
century.  It  shows  that  the  period  of  medical  enthusiasms, 
not  yet  passed,  has  characters,  besides  those  of  weakness, 
allying  it  with  passing  religious  enthusiasms.  Ulceration 
was  raised  into  the  position  of  a  gynecological  system,  and 
all  the  diseases  of  women  were  managed  accordingly.  I  can 
well  remember — indeed  all  except  beginners  cannot  fail  to 
do  so — how,  over  the  whole  world,  gynsecological  prac- 
titioners were  busy  with  speculum  and  caustic,  and  thought 
they  had  in  these  tools  a  panacea  for  the  diseases  of 
women. 

Luckily  for  you,  great  medical  systems  are  unknown  now. 
Had  you  been  students  a  generation  or  two  ago,  you  would 
have  been  taught,  as  your  paramount  acquirement,  a  system 
— of  Boerhaave,  or  of  Cullen,  or  of  Broussais ;  and  you 
would  have  been  carefully  indoctrinated,  it  being  held  that 
you  could  not  practise  safely  without  the  guidance  of  a  system, 
and  that  in  all  your  dealings  with  your  patients  you  should 
keep  the  system  before  you  as  your  gaiding  star.  Just  so 
was  it  with  the  little  ulceration  system  in  gynaecology. 

The  re-introduction  of  the  speculum  in  the  early  part  of 
this  century,  by  Ptecamier,  showed,  as  a  strilviug  and  fre- 
quent phenomenon  in  women,  a  redness  around  the  os  uteri, 
which  was  called  an  ulcer.  This  discovery  is  the  real  com- 
mencement of  modern  minor  gynecology.  It  ripened  into  the 
system  I  have  spoken  of.  This  system  is  happily  obsolete,  and 
we  can  now  calmly  describe  this  important  disease.  Before 
leaving  this  subject  let  me  give  you  a  picture,  almost  in  the 
words  of  one  of  the  most  eminent  European  gynecologists,  of 
the  exaggerated  views  entertained,  not  above  twenty  years 
ago  ;  and  I  may  tell  you  this  picture  was  at  that  time  regarded 
as  no  exaggeration  by  many,  if  not  most,  of  the  great 
gynseeologists  of  this  country. 

He  gives  a  description  of  the  fearful  results  of  uterine 
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catarrli  and  so-called  ulceration,  and  blames  tlie  neglect  of 
practitioners  to  examine— a  blam.e  which  he  carefully  extends 
to  the  management  of  those  cases  wherein,  all  bad  symptoms 
having  disappeared  without  local  treatment,  he  declares  the 
cure  to  be  only  deceitfiil,  and  a  source  of  dangerous  confidence. 
He  also  expresses  his  conviction  that,  in  at  least  eight  out  of 
every  ten  cases  of  hysteria,  the  various  nervous  lesions  depend 
on  some  kind  of  uterine  catarrh,  and  impresses  on  his  medical 
brethren  that  in  no  case  of  nervous  disease  in  the  female  does 
he  commence  treatment  until  he  has  himself  made  a  careful 
vaginal  examination.  A  few  of  the  nervous  lesions  he  enu- 
merates, including  nervous  headaches,  hysterical  affections, 
palpitation  of  the  heart,  neuralgias  of  all  kinds,  the  most 
various  spasms,  hyperesthesias,  antesthesias,  paralysis  of  the 
lower  extremities,  &c.  &c.  !  ! 

The  great  system  of  gynaecologists  at  present  is  the  "  dis- 
placement theory." 

Chronic  catarrh  is  very  indistinctly  referable  to  certain 
causes.  Among  them  may  be  enumerated  childless  marriage, 
abortion,  or  full-time  delivery,  or  cold,  or  gonorrhcea,  or  sup- 
pression of  the  menses,  as  in  the  case  immediately  before  us. 

The  patient  complains  of  pain  in  the  back,  or  to  be  more 
exact,  aching  about  the  base  of  the  sacrum,  sacrache.  This  is 
a  common  seat  of  transferred  cervical  uterine  pain,  and  is  well 
illustrated  in  the  pain  experienced  by  women  in  labour  during 
tlie  dilatation  of  the  cervix  uteri.  Pain  down  the  thiglis,  feehng 
of  weight  about  the  rectum  or  lower  part  of  the  belly,  are 
common  ;  and  there  are  many  other  ill-defined  symptoms 
referable  either  to  the  disease  or  to  the  constitutional  disorder 
which  it  sometimes  induces. 

What  chiefly  attracts  the  woman's  attention,  in  most  though 
not  all  cases,  is  an  extraordinary  discharge.  All  such  dis- 
charges, when  not  bloody,  are  familiarly  termed  "  whites  "  by 
w^omen ;  but,  if  there  is  any  occasion  to  be  exact,  you  cannot 
rest  satisfied  with  such  a  mere  name.  You  must  see  the  dis- 
charge, before  it  has  dried,  on  a  cloth,  or  see  it  in  situ.  Often, 
and  even  in  severe  cases,  there  is  little  discharge  to  show.  In 
our  present  case,  although  the  disease  was  extensive,  there  was 
little  discharge ;  it  was  only  to  be  well  seen  by  exposing  the 
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diseased  part,  and  observing  its  thick,  yellow,  viscid  character. 
You  cannot  well  judge  of  these  discharges  when  dried  on  a 
diaper,  for  then  they  are  all  nearly  alike,  healthy  mucus 
appearing  as  a  dirty,  greyish-yellow  stain.  A  discharge  in 
cervical  catarrh  may  vary  from  the  nearly  healthy  crystalline 
viscid  mucus  of  the  part  through  opalescence  to  yellowness  or 
oi-eenness.    The  worst  kind  is  not  viscid,  but  a  thin  yellow  pus. 

A  inillvy-white  discharge  in  small  quantity  is  not  to  be 
called  morbid.  It  is  the  vaginal  mucus,  perhaps  in  excess,  and 
occurs  in  very  many  weakly  women  after  a  long  walk,  or  evea 
without  apparent  cause.  A  glairy  albuminous  crystalline,  or 
slightly  opaline,  discharge  is  also  not  to  be  called  morbid.  It 
comes  from  the  cervix.  But  a  yeUow  or  purulent  discharge 
surely  indicates  disease. 

Discharge  is  to  be  traced  to  its  source,  and  this  is  done  by 
using  a  speculum,  which  shows  part  of  the  catarrhal  surface 
with  the  discharge  flowing.  The  discharge  may  be  wiped  oft" 
by  a  mop  to  disclose  the  disease  better,  and  often  the  mop  sets 
aooins  an  oozing  of  blood.  The  duck-biU  speculum  is  the 
best,  but  it  is  not  generally  used  in  private  practice,  because  it 
requires  special  adjustment  of  the  patient  and  of  the  light,  and 
the  aid  of  an  assistant.  Besides,  some  exposure  of  the  patient's 
person  is  scarcely  to  be  avoided.  After  it,  the  best  speculum 
is  the  mirror-glass  speculum,  which  I  show  you.  These  specula 
are  made  of  various  sizes,  and  you  use  the  largest  that  you  can 
introduce  without  difficulty. 

The  speculum  only  shows  you  a  part  of  the  disease,  the 
part  that  used  to  be  called  the  ulcer.  It  is  now  known  that 
the  disease  often,  indeed  generally,  affects  the  whole  cervical 
surface,  and  in  some  cases,  as  in  the  one  now  in  "  Martha,"  the 
neck  of  the  womb  is  so  softened,  its  muscular  coat  so  relaxed 
or  paralyzed,  that  you  can,  by  a  probe,  or  spatula,  open  up  the 
external  os,  and  look  into  the  cavity  of  the  cer^dx.  This 
makes  the  disease  appear  very  extensive.  In  most  cases  the 
opening  up  of  the  cervix  is  impracticable. 

I  will  now  read  you  some  details  of  the  case.  M.  D.,  ost. 
forty-six,  married  twenty-two  years,  four  children — last  seven 
years  ago— was  admitted  on  January  8  th. 

She  says  her  catamenia  commenced  at  sixteen  years,  with 
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intervals  of  tliree  weeks  between  each  period,  and  continued 
fairly  regular  up  to  the  birth  of  her  last  child,  seven  years  ago, 
whence  she  dates  her  present  illness.  Her  catamenia  then 
became  more  profuse,  and  recurred  at  intervals  of  fourteen 
•days.  Thirty-two  weehs  ago  the  catamenia  stopped  for  ten 
weeks,  and  a  yellow  discharge  came  on. 

During  the  last  three  weeks  she  has  had  severe  sacrache. 
She  has  also  pain  in  the  hypogastric  region,  and  shooting  pains 
down  the  thighs.  She  has  also  had  a  flooding,  which  lasted 
twenty-four  hours,  and  she  continued  losing  slightly  for  four- 
teen days  after. 

Fer  hypogctstrium,  nothing  unnatural  is  found.  Per  mgi- 
nam. — Cervix  uteri  is  in  normal  situation,  considerably  enlarged 
by  expansion,  so  that  two  fingers  might  be  introduced  ;  quite 
soft,  red,  as  if  denuded  of  epithelium,  and  secreting  a  viscid 
yellow  muco-pus. 

We  will  now  proceed  to  the  treatment  of  the  disease,  and 
this  varies  according  to  its  severity. 

In  many  slight  cases  a  lotion  may  be  used,  partly  to  keep 
the  vagina  clean,  and  partly  also  to  wash  the  accessible  part  of 
the  diseased  surface.  The  lotion  may  be  applied  by  the  patient 
herself  with  an  ordinary  Higginson's  syringe,  which  throws  the 
lotion  against  the  cervix.  The  lotion  is  used  daily  while  the 
monthly  period  is  absent ;  and  often  nothing  more  is  required 
in  the  way  of  treatment. 

It  is  a  great  mistake  to  use  strong  astringent  lotions  of  alum 
■or  of  decoction  of  oak-bark,  for  these  have  only  temporary,  and 
•only  apparent,  good  effects.  They  are  injurious  by  the  irrita- 
tion of  the  vagina  which  they  produce.  A  soothing,  healing, 
•cleansing  application  is  what  you  want.  Ten  ounces  of  tepid 
water,  holding  in  solution  half  a  drachm  of  sugar  of  lead,  is  a 
good  lotion ;  or  the  same  water  with  half  a  drachm  of  alum, 
and  also  of  sulphate  of  zinc. 

The  ordinary  treatment  is  the  cauterization,  by  nitrate  of 
silver,  of  the  diseased  surfaces.  Tlie  stick  is  to  be  passed  into 
the  cervix  and  turned  round.  This  may  be  repeated  every 
third  or  fourth  day  for  several  times.  'It  is  not  the  most 
.successful  treatment.  Many  cases  do  not  yield  to  it;  and 
frequently  the  practitioner  perseveres  with  its  use,  not  only 


CHRONIC  CATARRH  OF  THE  CERVIX  UTERI.  45 


loim  after  it  has  ceased  to  be  useful,  but  when  it  has  become 
positively  injurious.  I  have  known  this  kind  of  treatment 
continued  for  years.  Long  before  such  a  period  has  elapsed, 
indeed  after  several— say  about  ten — applications  at  most,  in 
ordinary  circumstances,  the  practitioner  should  have  the  case 
cured,  or  give  it  up  as  not  amenable  to  the  treatment. 

In  the  severer  cases,  such  as  that  which  is  the  subject  of 
this  lecture,  the  best  treatment  I  know  of  is  by  zinc-alum. 
This  caustic  has  the  advantage  of  requiring  generally  only  one 
application.  It  was  introduced  to  my  notice  by  the  late  Dr. 
Skoldberg,  of  Stockholm.  Sticks  of  zinc-alum,  from  one  to  one 
and  a  half  inches  long,  are  made  by  fusing  together  equal  parts 
of  sulphate  of  zinc  and  sulphate  of  alum,  and  running  the  mix- 
ture into  moulds  of  the  size  of  a  No.  6  or  7  bougie.  The  cervix 
is  exposed,  and  a  sound  is  passed  to  find  if  the  passage  is  clear, 
and  to  show  its  direction.  Then  the  stick  of  zinc-alum  is  in- 
troduced and  left  in  the  cervix.  A  plug  of  cotton  or  lint  is 
placed  in  the  upper  part  of  the  vagina  to  keep  the  stick  from 
coming  out,  and  to  receive  the  dissolving  caustic.  After  three 
hours  the  plug  is  removed,  and  the  vagina  well  washed  with 
tepid  water.  The  caustic  produces  a  yellowish- white  slough, 
which,  after  several  days,  comes  off,  leaving,  in  successful  cases, 
a  surface  which  secretes  healthy  cervical  mucus,  and  soon 
assumes  its  healthy  appearance.  This  has  been  the  history  of 
the  case  now  in  "  Martha."  The  cervix  is  contracted,  the 
catarrhal  condition  is  nearly  healed,  and  the  secretion  is  healthy, 
all  within  a  fortnight,  from  the  use  of  the  remedy  once. 

Zinc-alum  is  stronger  as  a  caustic  than  nitrate  of  silver,  as 
usually  applied.  Lunar  caustic  produces  a  very  thin  scale  of 
.slough,  whereas  the  slough  of  zinc-alum  is  as  thick  as  a  sixpence. 

In  the  severest  cases,  when  you  have  hypertrophy  and  some- 
times a  nodular  condition  of  the  whole  tissue  of  the  cervix, 
stronger  caustics  are  of  most  use.  Caustic  potash,  duly  applied 
so  as  to  produce  a  slough  in  the  thicker  hypertrophied  lip,  is 
the  best  remedy.  Sometimes  the  actual  cautery  proves  very 
efficacious.  Cases  of  this  kind  are  not  cases  of  simple  catarrh, 
but  are  compHcated  by  peculiar  pathological  changes.  They 
are  sometimes  now  called  erosion,  or  erosion  with  hypertrophy, 
or  areolar  hyperplasia. 
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This  chronic  catarrh  with  hypertropliy  is  sometimes  nodular, 
and  so  great  in  bulk  as  to  justly  raise  suspicion  of  cancer, 
especially  if,  in  addition,  there  are  polypoid  growtlis.  In  sucli 
cases,  as  already  said,  the  histologist  may  confuse  an  excised 
part  with  cancer,  for  it  presents  cavities  lined  with  epitlielium, 
an  adenomatous  structure.  Treatment  by  strong  caustics  may 
solve  the  question  favourably  ;  and  often  a  prolonged  use  of 
iodide  of  lead  ointment,  after  the  cautery,  is  advantageous.  By 
an  instrument  for  this  purpose  you  place,  at  bedtime,  a  large 
teaspoonful  of  the  ointment  in  tlie  top  of  the  vagina  ;  in  this 
lies  the  cervix  embedded  all  night,  and  with  hot  water  it  is 
washed  away  in  the  morning. 

Finally,  there  are  many  very  slight  cases  in  which  you  have 
no  morbid  secretion,  but  merely  a  little  red  patch,  often  called 
an  abrasion,  on  one  lip,  or  around  the  os.  In  such  you  had 
better  not  interfere.  You  unjustifiably  alarm  your  patient, 
and  you  do  her  no  good.  Indeed,  it  is  almost  certain  that 
local  treatment  Avill  make  matters  worse.  Bathing  and  other 
constitutional  remedies  may  be  resorted  to.  Such  redness 
around  the  os  uteri  is  to  be  seen  in  the  adult  fcetus  which  has 
never  breathed.  Analogous  conditions  are  frequent  in  the 
throat,  and  frequently  subjected  to  prolonged  treatment  in  vain. 
I  have  said  that  chronic  catarrh  is  important ;  and  have,  in 
concluding,  to  add  that  it  is  advisable  you  should  not  go  on 
indefinitely  treating  it.  If,  after  two  or  three  trials,  which  may 
each  extend  over  several  weeks,  you  fail  to  effect  a  cure,  you  had 
much  better  give  up  further  meddling  in  the  matter.  You  do 
no  good  to  the  disease  or  to  the  patient :  you  may,  indeed,  by 
frequent  and  prolonged  irritation,  produce  a  tendency  to  cancer. 

Eemember  that  it  is  often  an  all-important  point  in  treatment 
to  assure  your  patient  that  she  has  not  cancer.  Eemember  also 
thatyoumust  very  carefully  tell  your  patient  that  she  has  "ul- 
ceration." If  you  are  not  careful,  she  may  think  you  imply 
cancer  or  a  tendency  to  it.  The  careless  or  injudicious  naming 
to  a  patient,  as  her  disease,  "  ulceration  "  or  "  displacement," 
produces  frequently  profound  and  persistent  alarm  ;  and,  by 
this  want  of  care,  practitioners  do  often  much  more  injury  to 
their  patients  than  the  diseases  do. 


LECTURE  VIIL 


ON  ENDOMETRITIS. 

Having  no  supreme  central  autliority  to  define  terms  and 
punish  deviation  from  proper  use  of  tliem,  we  have  much 
to  suffer.  Who  can  tell  what  any  one  means  by  endometritis  ? 
Often  its  use  is  the  parent  or  the  child  of  ignorance  and 
confusion ;  often  it  is  a  cloak  of  ignorance  and  confusion. 

In  beginning  this  lecture  I  must  make  it  clear  what  I  do 
not  mean  by  it  and  what  I  do  mean  by  it.  It  is  not  chronic 
cervical  catarrh  or  "ulceration/'  a  disease  wliicli  is  sometimes 
caUed  cervical  endometritis.  The  uterine  cervix  is  a  different 
organ  from  the  uterine  body,  and  endometritis  is  inflammation 
of  the  corporeal  endometrium — that  is,  the  mucous  membrane 
of  the  body  of  the  womb.  Those  who  speak  of  cervical  endo- 
metritis speak  of  this  as  corporeal  endometritis.  Time  is  too 
precious  to  permit  the  survival  of  such  long  names  as  "  cor- 
poreal endometritis."  Further  distinction  has  been  made  of 
inflammation  of  a  part  of  the  corporeal  endometrium,  that  of 
the  fundus  uteri,  f undal  endometritis ;  and  this  I  cannot  adopt, 
in  the  meantime  at  least.  No  doubt  a  part,  not  the  whole,  of 
the  corporeal  endometrium  may  be  inflamed,  partial  endome- 
tritis, but  that  is  a  very  different  matter  from  describing  as  a 
distinct  disease  an  endometritis  of  the  fundus. 

Inflammation  of  a  part  or  of  the  whole  of  the  corporeal 
endometrium  I  shall  call  endometritis,  and  in  so  doing  I  believe 
I  concur  with  the  best  literary  examples. 

_  I  may,  in  passing,  mention  to  you  the  occurrence  of  endome- 
tritis in  pregnancy— decidual  endometritis.  Sometimes  a 
hypertrophic  endometritis  is  seen  in  abortions,  sometimes  a 
croupous,  sometimes  a  catarrhal,  with  or  without  accumulated 
liydroperione.  Exaggerated  hypertrophic  endometritis  is  occa- 
sionally observed  in  abortions  after  fever,  and  I  have  seen  it 
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well  developed  after  ordinary  typhoid.  With  or  without 
syphilitic  infection  you  may  have  decidual  endometritis,  affect- 
ing the  vera,  and  producing  projecting  masses  or  little  tuLera, 
or  affecting  the  serotina  and  resulting  in  the  produ^ction  of 
fibrous  tissue  and  sometimes  consequent  adherent  placenta. 
Then  you  have  catarrhal  inflammation  of  the  vera,  often  seen 
in  advanced  pregnancy,  and  often  the  cause  of  the  hydrorrhoca 
gravidarum. 

Again,  you  have  endometritis  of  the  puerperal  state,  slough- 
ing or  diphtheritic,  seen  in  post-mortems.  Earely  you  have 
purulent  endometritis  after  delivery,  with  very  copious  flow  of 
laudable  pus ;  often  you  have  catarrhal  endometritis,  with 
copious  flow  of  thin,  and  generally  blood-tinged,  serous  fluid — 
lochial  catarrh. 

Then  you  have,  after  the  puerperal  state  has  passed,  it  may 
be  long  passed,  and  this  whether  the  delivery  was  a  mere 
abortion  or  at  the  full  time,  a  purulent  endometritis,  the 
discharge  being  very  copious  and  often  foetid,  and  all  produced 
by  a  retained,  often  a  putridly  decomposing,  bit  of  decidua,  or 
of  placental  tissue.  This  disease  you  will  not  cure  otherwise 
than  by  removal  of  the  retained  mass. 

These  various  examples  of  endometritis  have  all  connection 
with  pregnancy,  and  are  not,  in  ordinary  medical  writing  or 
si)eaking,  thought  of  when  this  disease  is  the  subject. 

The  endometritis  of  elderly  women,  that  is,  of  women  after 
the  menopause,  is  seldom  heard  of,  but  it  is  a  true  endometritis, 
not  extremely  rare,  and  we  have  had  it  illustrated  in  our  work 
in  "Martha."  I  call  it  the  endometritis  of  elderly  women 
because  I  have  never  seen  it  except  in  such.  Here  is  a 
museum  specimen  of  it,  as  observed  in  a  case  of  cancer  of  the 
cervix.  The  internal  os  nteri  had  become  closed— acquired 
atresia— and  the  body  expanded  into  a  globe  as  big  as  a  small 
orange,  its  walls  somewhat  thinned  (they  were  distended  by 
pus)rits  internal  surface  lined  by  a  thin  pyogenic  membrane. 
When  an  elderly  woman  has  occasional,  or  constant,  bloody,  or 
blood-tinted,  discharge,  or  purulent  discharge,  and  still  more 
when  the  discharge  is  foetid,  it  is  natural  to  entertain  the 
aravest  suspicion  that  she  has  a  cancer  of  some  of  the  mternal 
°enital  organs ;  and  yet  it  may  be  only  a  senile  vagniitis  or  an 
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example  of  tlie  endometritis  of  elderly  women.  Several  such  cases 
I  have  seen  diagnosed  as  hopeless  cancer  of  the  uterine  hody 
and  yet  they  were  easily  cured.  No  doubt  this  is  rare  good 
luck,  and  it  is  hnportant  to  know  it.  In  this  disease  there  is 
generally  little  or  no  pain,  the  woman  notes  only  the  new  and 
alarming  discharge.  If  you  dilate  the  uterine  cervix  by  tangle 
tent,  and  this  must  be  done  carefully,  you  find  the  uterine 
cavity  somewhat  expanded.  Instead  of  having,  practically, 
only  two  dimensions,  it  has  three,  or  is  more  or  less  globose. 
Your  finger  passed  into  it  may  feel  nothing  peculiar,  or  it  may 
feel  a  portion  of  the  mucous  membrane  slightly  elevated,  and 
softer  than  the  rest,  and  this  is  plainly  the  diseased  part.  It 
is  cured  by  local  applications,  and  the  cure  may  be  effected 
after  the  disease  has  lasted  for  years.  In  the  few  cases  which  I 
have  observed,  a  i  o  or  2  o  grain  to  the  ounce  solution  of  nitrate 
of  silver  has  been  used,  injected  through  a  hollow  probe ;  or 
powdered  nitrate  of  silver  has  been  passed  in  Lallemand's 
port-caustique.  But,  alas  !  in  most  such  cases  you  are  doomed 
to  failure.  Sometimes  the  drying  up  of  discharge  by  the 
cauterization  is  so  remarkable  and  so  beneficial  as  to  produce 
and  encourage  false  hope :  the  disease  persists.  It  is  a 
commencing  epithelioma,  not  an  endometritis.  It  is  only  in 
the  earliest  stages  of  commencing  malignant  disease  that  you 
are  liable  to  this  confusion,  and  I  know  of  no  way  of  diagnosing 
except  retrospectively.  If  it  is  cured  it  is  an  endometritis. 
Retrospective  diagnosis  is  not  of  much  value  to  your  patient. 
It  is  prognosis  that  you  desiderate. 

The  next  endometritis  that  I  mention  is  the  pseudo- 
menstruation  of  fever  and  of  rheumatism.  It  is  known  to  be 
an  endometritis,  for,  after  death  in  such  cases,  the  mucous 
membrane  is  found  in  a  catarrhal  condition,  swollen,  red,  and 
bleeding.  The  ovaries  also  are  found  to  be  affected  simul- 
taneously. In  another  place,  indeed,  speaking  of  ovaritis,  I 
have  pointed  out  its  frequent  association  with  corporeal  endo- 
metritis, and  pseudo-menstruation.  Parametritis  is  also  some- 
times accompanied  by  it. 

Now,  at  length,  I  come  to  what  would  be,  in  the  present 
day,  called  the  real  (the  common  !)  endometritis ;  and  I  know 
nothing  more  unsatisfactory.    I  often  hear  of  it,  but  very 
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rarely  do  I  find  any  evidence  of  its  existence.  Much  is  said  of 
it,  and  I  remind  you  that  many  nuthors  delight  in  long  descrip- 
tions of  what  is  little  known  or  not  known.  Tliere  is,  truly, 
little  to  be  said  of  what  is  known.  If  you  go  back  to  the 
French  journals  and  elsewhere  to  read  tlie  first  and  starting 
descriptions  of  this  disease,  you  will  be  very  much  disappointed. 
The  disease  is  often  called  granular;  but  who  has  seen  or 
knows  anything  about  these  granulations  ?  No  doubt  a 
granular  condition,  seen  after  death,  has  been  described,  and 
this  is  very  valuable ;  but,  in  the  case  whose  post-mortem 
description  I  remember,  there  were  no  symptoms  during  life. 
In  reading,  and  in  conversation,  I  often  meet  with  a  granular 
condition  observed  during  life,  but  all  the  time  I  am  inwardly 
most  sceptical.  I  have  looked  for  it  carefidly  and  often,  but  I 
have  never  seen  it  or  felt  it.  Then  it  is  said,  Oh !  take  a 
curette  and  scrape  it  out,  and  then  you  have  the  diseased  tissue 
in  your  hands.  But  the  scrapings  are  very  small  and  you 
would  get  the  same  by  scraping  a  healthy  uterus.  There  is, 
indeed,  nothing  more  unsatisfactory. 

Yet  I  have  no  doubt  there  is  endometritis ;  and,  if  it  has  auy 
symptoms,  they  are  very  ill-defined,  or  unknown  as  yet  The 
disease  is  suspected  by  finding  menorrhagia  or  a  prolonged 
secretion  of  thin  bloody  fluid.    A  great  writer  says  the  fluid  is 
glairy,  but  this  is  a  mistake.    The  cervix  is  more  or  less 
patulous.    If  tlie  cervix  is  dilated  by  tangle  tent  the  body  of 
the  uterus  is  found  to  be  expanded,  its  cavity  having  three 
dimensions,  or  being  globose,  and  its  surface  very  soft,  or  feeling 
villous.   Two  cases,  with' all  these  characters,  we  have  recently 
bad  in  "  ]\Iartha,"  and  I  would  not  consent  to  founding  a  reliable 
description  of  a  disease  on  two  cases.    These  cases  we  treated 
by  ergot  and  painting  the  uterine  cavity  with  tincture  of  iodine. 
If  this  dilatation  aird  painting  is  thoroughly  done,  you  may 
brin"  your  patient  into  more  danger  and  disease  than  resulted 
fronT  the  original  malady.    You  must,  therefore,  be  very 
careful  and  circumspect.    Of  course  the  local  remedies  can  be 
applied  without  dilatation,  in  a  somewhat  haphazard  fashion ; 
for  without  it  your  diagnosis  is  imperfect. 

To  "ive  you  an  idea  of  the  rarity  of  the  disease,  or  of 
anything  like  it,  I  may  tell  you  what  I  did  one  winter.  You 


ON  ENDOMETRITIS. 


know  wliat  a  large  uuiuber  of  cases  come  to  tlic  out-patient 
.lepavtnient  and  \o\v  they  are  attended  to  by  Dr.  Godson 
Well,  I  secured  his  special  attention  to  finding  for  me  cases  of 
endometritis  tliat  we  might  specially  study  them  that  winter. 

We  got  not  one. 

Endometritis  with  copious  secretion  of  pus,  or  of  thm, 
watery,  or  blood-tinted  fiuid,  is  not  rare  in  connection  with 
uterine  fibroids;  and  this  is  perhaps  partly  explained  by 
the  liability  of  these  tumours  to  all  degrees  or  kinds  of 
inflammation.  I  show  you  here  a  museum  specimen  of  a 
uterine  fibroid,  in  winch  the  uterine  cavity  w\as  dilated  and 
filled  with  pus. 

Then  membranous  dysmenorrhoea  is  generally  supposed  to 
be  the  result  of  inflannnation  of  the  menstrual  membrane — 
menstrual  endometritis.     The  mucous  membrane  gets  hardened, 
blood  is  efl'used  at  the  junction  of  its  superficial  and  deep,  its 
spongy,  layer,  and  so  the  superficial  layer  is  separated,  and  then 
it  is  thrown  off  in  large  flakes,  or  rarely  even  unbroken,  and  is 
(Uscharged  on  the  first  or  second  day  of  the  flow.  The 
discharge  of  small  soft  thin  flakes  of  the  superficial  layer  is 
common  in  healthy  menstruation.    It  is  the  discharge  of  the 
entire  membrane  (very  rarely)  or  of  large  patches,  as  thick  as 
a  shillin"  or  thereabouts,  that  constitutes  this  disease.  The 
dysmenorrhceal  pain  accompanying  the  discharge  is  not  of 
the  greatest,  not  such  as  is  seen  in  a  case  of  dysmenorrhcea 
spasmodica.     You  distinguish   the   disease    from  monthly 
abortion,  the  membrane  in  this  case  being  much  thicker  and 
richer  than  the  dysmenorrhceal  membrane,  and  the  disease 
being  cured  by  celibacy.    You  will  find  it  hard  to  do  any 
good  in  a  case  of  membranous  dysmenorrhoea.    I  cannot  tell 
you  any  treatment  that  is  likely  to  even   ameliorate  the 
condition.    Yet,  of  course,  you  regulate  the  general  health 
and  you  may  try  iodide  of  potass  or  corrosive  sublimate.  In 
the  virgm  I  meantime  advise  you  to  abstain  from  local  treat- 
ment. 

Chronic  endometritis  is  described  as  sometimes  ending  in 
atrophy  of  the  mucous  membrane  and-  complete  arrest  of 
function.  The  mucous  membrane  is  said  to  be  replaced  by  a 
thin  layer  of  filu-ous  tissue,  from  which  the  gland  tubes  have 
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disappeared,  its  suiface  covered  not  Ly  cylindrical  but  by 
flattened  or  scaly  epithelium — endometritis  atrophicans. 

Nothing  has  given  such  an  impulse  to  this  subject  as  the 
paper  of  Olshausen,  published  a  few  years  ago,  on  what  is 
called  fungous  or  tuberous  endometritis,  and  you  may  ^v'onder 
^vhy  I  have  put  off  to  the  end  of  my  lecture  such  an  im- 
portant disease  of  the  mncons  membrane  of  the  cavity  of 
the  body  of  the  uterus.  The  reason  is  that  I  do  not  regard 
it  as  an  inflammatory  disease — not  an  endometritis.  You 
would  not  call  a  myxomatous  polypus  an  inflammation. 
Neither  would  I  so  call  this.  It  is  a  general  myxomatous 
hypertrophy  of  the  mucous  membrane,  and  a  similar  con- 
dition is,  I  believe,  not  uncommon  in  the  nose.  It  is  not 
spontaneously  separated  and  discharged.  It  is,  in  m^ 
experience,  a  rare  disease.  We  have  had  one  good  case 
in  "Martha,"  and  I  have  seen  lately  two  good  cases  in 
private  practice. 

The  disease  has  no  distinctive  symptoms.  There  may  be 
pelvic  malaise  ;  there  may  be  aneemia  from  loss  of  blood,  for 
generally  there  is  profuse  menorrhagia  v/ith  more  irregular 
and  less  severe  metrorrhagic  loss;  or  rarely  a  thin  watery 
discharge  may  flow,  frequently  more  or  less  blood-tinted.  I 
have  seen  the  disease  only  in  married  women  and  it  entails 
sterility. 

-  When  you  examine,  you  find  the  uterus,  including  the 
cervix,  bulky.  The  latter  is  pale  and  may  be  excoriated.  The 
cervical  canal  is  enlarged,  and  the  swollen  mucous  membrane 
of  the  body  I  have,  in  one  case,  seen  as  a  red  mass  hanging 
into  or  almost  through  it.  This  is  very  deceptive,  and  you  are 
pretty  sure  to  say  to  yourself— Oh,  here  is  a  clear  case,  a 
mucous  polypus  hanging  in  the  cervix,  a  simple  matter.  You 
seize  it  with  volsella,  and  it  is  so  soft  that  you  get  no  real 
hold  You  seize  it  with  forceps  and  it  is  compressed  and 
almost  disappears  between  the  blades.  Now  you  will  perhaps 
suspect  the  real  nature  of  the  case,  retrospectively  remarkmg 
that  there  was  nothing  like  a  pedicle  to  the  red  mass. 
Then  you  dilate  the  cervix  by  tangle  tent;  and,  passmg 
your  finger  throngh  it,  you  feel  the  enlarged  uterine  cavity 
filled  with  soft  tissue,  uniform  in  surface,  or  hanging  m 
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looped-up  or  curtain-] ike  folds.  Tlien,  with  a  curette  such  as 
I  sliow,  you  scrape  out  this  myxomatous  tissue,  or  you  may, 
with  uterine  forceps,  pull  it  off  in  masses.  You  may  get 
.away  one  or  two  teasiDOonfuls  of  it;  and  its  bulk  is  small 
now  comj^ared  with  its  bulk  in  situ,  for  it  is  an  (edematous 
tissue  and  the  distendino'  fluid  has  run  out.    Tlie  removed 

O 

masses  are  more  or  less  hyaline  and  almost  bloodless,  or  tliey 
may  be  firmer  and  distinctly  blood-tinted. 

This  proceeding  may  cure  the  patient  if  the  scraping  has 
been  complete,  but  the  disease  returns  and  returns,  and  you 
may  have  to  scrape  again  and  again.  Besides  scraping  you 
may  try  caustics,  such  as  nitric  acid  ;  and  you  may  administer 
ei'got  to  try  to  induce  uterine  retraction. 

The  masses  removed  by  curette  present,  under  the  micro- 
scope, the  characters  of  ordinary  mucous  membrane  of  the 
body  of  the  uterus,  little  altered.  The  adenomatous  malignant 
outgrowth  from  the  endometrium  is  scarcely  liable  to  be 
confused  with  this  ;  it  is  much  larger  in  mass,  more  solid 
in  structure,  continuous  in  increase,  and  has  special  histological 
characters. 


LECTURE  IX. 


ON  EETENTION  OF  MUCUS. 

A'j'HESiA  of  tlie  genital  canal  may  be  congenital  or  ac(|uired  ; 
and  in  either  case  it  may  be  the  cause  of  retention  of  nuicus 
by  damming  np  the  natural  secretions  of  the  parts.  But  when 
atresia  is  present  it  is  not  a  necessary  consecpience  that 
accumulation  will  take  place. 

Atresia  may  occur  at  any  part  of  the  course  of  the  genital 
passage ;  and  I  show  you  here  an  example  of  what  happens  to 
be  the  commonest  acquired  atresia — atresia  of  the  internal 
OS  uteri — coming  on  in  old  age,  and  producing  in  the  specimen 
I  show  you  a  pyometra,  the  body  of  the  uterus  being  distended 
so  as  to  be  a  hollow  globe  capable  of  containing  a  small  apple. 

To-day  I  propose  to  speak  of  retention  of  mucus  produced 
by  other  mechanisms,  and  at  present  I  only  say  that  stricture, 
which  is  commonly  supposed  to  be  tlie  paramount  cause  of 
these  retentions,  is  almost  unknown  to  me  as  such,  except,  in- 
deed, when  it  is  so  tight  as  completely  to  close  the  passage,  in 
which  case  it  should  be  properly  termed,  not  a  stricture  or 
contraction,  but  a  complete  closure.  Here  is  a  specimen,  from 
the  Museum,  of  old  stricture  of  the  external  os  in  a  }-oung 
syphilitic  woman.  The  uterus  is  acutely  anteflected  and 
there  is  glassy  mucus  in  the  cervix,  but  no  retention,  no 
dilatation. 

Eetention  of  the  vulvar  secretion  is  due  to  want  of  ^  clean- 
liness. The  sebaceous  and  mucous  secretions  get  inspissated, 
and  frcfiuently  accumulate  in  the  folds  of  the  external  organs. 
When  they  do  so,  women  suffer,  not  always,  but  often,  from 
slight  superficial  inflammation  ;  and  the  cure  of  this  state  is 
to  be  brought  about  by  cleanliness.  But  the  irritation  con- 
sequent upon  this  condition  sometimes  requires  special  "means 
ior  its  removal  :  and  this  may  be  very  well  effected  by 
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dabbing  the  irritated  parts  with  a  concentrated  solution  of 
boracic°acid — an  application  which  will  be  found  useful  in  other 
cases  of  a  like  kind. 

lietention  of  fluid,  which  may  be  mucus  or  niuco-pus,  in 
the  Fallopian  tubes,  I  shall  dismiss  with  a  very  few  words, 
chiefly  because,  although  not  a  rare  thing,  it  is  little  known  to 
us  in  practice.    We  cannot  diagnose  it.    It  may  be  guessed  to 
be  present  in  consequence  of  feeling  a  soft  tumour  upon  one 
or  otlier  side  of  the  uterus,  or  on  both  ;  and  sometimes  there 
occur  copious  discharges  through  the  womb.    This  disease  is 
called  hygroma  of  the  Fallopian  tube,  sometimes  hydrops  tubte 
profluens.    It  may  be  produced  by  atresia  of  both  ends  of  a 
Fallopian  tube,  or  by  atresia  of  one  (the  uterine)  end,  while 
the  other  is  adherent  to  the  ovary,  the  adhesion  being  such  as 
to  close  the  tube.    But   in  this  disease  you  may  have  the 
occurrence  of  retention  without  atresia  of  the  internal  orifice. 
This  is  a  sphincteric  opening,  and  during  the  child-bearing- 
period  of  life  it  must  open  and  close ;   and  there  is  every 
jjrobability  that  some  cases  of  great  occasional  flux  through  the 
uterus  are  to  be  explained  by  the  occasional  opening  of  the  in- 
ternal extremity  of  a  dilated  Fallopian  t\\he,  which  closes  again. 
But  it  is  a  matter  of  little  practical  importance,  because  the 
condition  is  rare,  and  not  to  be  satisfactorily  diagnosed  during 
life.    These  retentions  are  known  to  be  certainly  sometimes 
spontaneously  cured. 

It  is  retention  of  the  vaginal  and  uterine  mucus  that  I 
have  chiefly  to  speak  of  to-day,  and  my  paramount  object  is  to 
make  you  comprehend  the  mechanism  of  this  retention,  for 
you  will  see  that  the  comprehension  of  it  leads  to  intelligence 
in  many  subjects  besides  those  immediately  under  consideration 
in  this  lecture. 

I  have  said  that  the  explanation  by  a  real  or  supposed 
stricture  does  not  suffice ;  and  that  you  may  understand  the 
mechanisms  that  do  operate,  I  shall  first  speak  of  two  great 
forces  which  are  not  fitted  to  explain  this  retention. 

There  is  a  force  wliich  powerfully  draws  inwards  into  the 
cavity  of  the  belly,  called  "  adspiration  " — a  force  produced  by 
negative  pressure  within  the  abdomen.  This  force  is  similar 
to  tliat  of  inspiration  in  thoracic  action.    It  is  called  an 
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aclspiratory  force,  a  sudden  and  great  increase  of  tlie  retentive 
power  of  tlie  abdomen.  Of  the  action  of  tliis  force  I  can  give 
you  examples  in  tlie  impregnation  of  women  under  extraordinary 
circumstances.  This  explanation  of  su(;h  impregnation  is  of 
old  date,  although  it  is  only  now  that  it  has  been  made  the 
subject  of  careful  scrutiny  and  experiment.  A  woman  may  be 
impregnated  without  penetration.  Of  this  a  good  indisputable 
instance  is  known  in  the  famous  case  where  a  woman  conceived 
whose  vagina  was  only  so  big  as  to  admit  a  goose-quill.  Many 
cases  of  alleged  impregnation  without  penetration  are  open  to 
dispute,  but  I  shall  narrate  one  which  is  not  open  to  doubt.  A 
woman  was  operated  on  in  Dublin  for  vesico-vaginal  fistula,  the 
operation  being  intended  to  produce  entire  closure  of  the  vagina. 
It  succeeded  very  well,  and  the  woman's  condition  was  much 
improved  by  it.  The  urine  collected  in  large  quantity  in  the 
cloaca  formed  by  the  bladder  and  vagina,  and  she  passed  it 
chiefly  by  the  urethra.  She  noticed  that,  when  she  menstruated, 
in  addition  to  urine,  some  bloody  fluid  came  through  a  small 
opening  on  the  anterior  margin  of  the  anus,  through  which  a 
surgical  probe  could  be  passed.  The  urethra  was  of  natural 
dimensions.  Her  husband,  who  was  a  soldier,  came  home  after 
a  long  absence,  and  she  fell  in  the  family  way.  I  delivered 
this  woman  of  a  living  child  at  the  full  time,  and  had  thus 
opportunity  of  examining  her  carefully  a  second  time.  It  was 
necessary  to  lay  open  freely  the  united  parts  to  allow  the  child 
to  come  out,  which  it  eventually  did.  Of  course  she  might 
have  become  impregnated  through  the  urethra,  but  she  said 
she  became  so  through  the  little  aperture ;  and  as  there  could 
be  no  penetration  through  the  urethra,  for  our  present  purpose 
the  demonstration  is  the  same.  This  is  an  example  of  stroug 
adspiratory  force,  and  it  will  not  furnish  us  with  an  explanation 
of  retention  because  it  is  not  constant  in  its  action. 

The  opposite  of  this,  the  second  force,  is  strong  expulsion — 
an  action  exemplified  when  a  man  forces  a  hernia  into  the  in- 
guinal canal ;  a  force  familiarly  known  in  delivery,  in  deficca- 
tion,  and  in  urination.  These  three  last  are  instances  of  this 
expulsion,  concerning  which  I  must  say  a  few  words.  There 
are  two  forces  which  take  part  in  producing  expulsion.  First, 
the  contraction  of  the  organ  which  is  to  be  evacuated,  and 
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second,  the  general  abdominal  expulsive  force,  commonly  called 
"  bearing  down." 

In  the  case  of  "  adspiration  "  there  is  only  one  force  :  in 
the  case  of  expulsion  there  are  two  :  and  it  becomes  necessary 
to  consider  the  respective  parts  the  two  forces  take  in  the  three 
functions. 

In  the  case  of  parturition  the  body  to  be  expelled  is  nearly 
solid,  and  only  to  a  slight  extent  of  a  viscous  character.  lu 
accordance  with  this,  you  have  the  expulsion  resisted  or  stopped 
by  a  stricture  or  by  even  a  slight  contraction  in  any  part  of 
the  passage.  Further,  you  have  the  expulsion  chietiy  brought 
about  by  the  organ  itself,  by  the  contractions  of  the  ■  uterus  in 
"  pains  " — the  "  bearing  down  "  coming  in  merely  as  an  adju- 
vant. 

Let  us  now  consider  deftecation.  Here  the  body  to  be  ex- 
pelled is  normally  viscous,  and  here  also  you  have  the  influence 
of  an  obstruction  by  stricture  well  seen.  But  this  will  have 
no  effect  if  the  stools  are  fluid.  Its  influence  is  limited  to  the 
case  of  stools  more  or  less  approaching  solidity.  In  the  case, 
then,  of  the  rectum,  you  have  some  degree  of  contrast  with  the 
uterus.  The  uterus  can  squeeze  itself  so  tightly  together  as  to 
close  its  cavity  completely,  and  evacuate  itself  not  only  of  the 
ovum,  but  also  of  the  last  drop  of  fluid  contained  in  it.  The 
contractions  of  the  rectum  are  comparatively  slight,  and  I  know 
of  none  so  tight  as  even  to  embrace  the  finger.  The  rectum, 
then,  is  an  organ  emptied  partly  by  its  own  contractions,  but 
chiefly  by  the  bearing  down  or  expulsive  abdominal  effort ; 
positive  pressure  in  the  abdomen  being,  in  ordinary  deftecation, 
temporarily  produced,  or  increased,  to  press  out  the  contents. 

If  you  consider  the  bladder,  you  have  an  organ  expelling 
not  a  Ijody  nearly  solid,  not  a  mass  of  considerable  viscosity, 
but  a  fluid ;  and  in  accordance  with  this  you  will  find  that  tlie 
influence  of  strictural  obstruction — such  as  is  so  efficient  in 
partiu-ition  and  deftecation,  producing  retention — is  unknown  or 
different.  In  the  case  of  the  bladder  it  is  commonly  stated — and 
you  will  find  it  in  the  most  recent  textbooks — that  the  urine 
is  evacuated  by  contraction,  and  it  is  implied  that  this  is  the 
case  until  the  end  of  the  discharge;  but  I  think  this  is 
•erroneous.     It  is  mainly  by  bearing-down  that  the  urine  is 
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evacuated.    There  is  an  inhibitory  action  upon  the  neck  of 
the  Waclder,  wliose  contraction  has  to  be  overcome,  but  when 
this  part  of  tlie  passage  is  made  permeable,  the  bladder  is 
emptied  chiefly  in  consequence  of  abdominal  pressure,  ^'ou 
do  not  feel  the  bladder  contracted  if  you  examine  a  ^voman 
after  urination.    In  the  whole  of  my  experience  I  remember 
only  twice  feeling  the  bladder  contracted,  and  like  a  small 
tumour,  about  tlie  size  of  a  lien's  egg,  between  the  uterus  and 
symphysis  pubis.    Again,  if  you  ask  a  woman  to  urinate 
before  an  exaudnation  (as  it  is  sometimes  necessary  to  do),  and 
measure  tlie  organ  by  a  sound  both  before  and  after  the 
emptying,  you  will  find  it  nearly  as  long  after  as  before 
evacuation.    If  the  bladder  contracted  so  as  to  be  felt  by  the 
examining  finger,  per  vaginam,  as  a  small  softish  tumour,  then 
you  would  either  not  get  your  sound  introduced,  or  you  would 
find  it  enter  only  about  three  inches  instead  of  ■  five,  which  is 
the  ordinary  measure  of  a  healthy  bladder,  coimting  from  the 
urethral  orifice.     The  cubic  capacity  of  the  bladder  is  de- 
stroyed by  e^vacuation,  but  not  its  dimension  as  measured  by 
the  sound.    And  this  demonstrates  that  the  muscular  con- 
tractions  of  the  bladder  are  not  so  important  a  force  in 
urination  as  is  the  bearing-down  abdominal  force. 

Tlie  adspiratory  and  expulsive  forces,  when  temporary  and 
powerful,  do  not  explain  the  retentions  of  mucus  of  which  I 
am  spealdng  to-day;  we  must  have  a  gentle  and  constantly 
acting  adspiratory  or  retentive  force.  Mucus  is  retained  when 
there°is  this  condition ;  and  this  is  exemplified  in  a  variety  of 
circumstances.  You  may  have  a  pessary  causing  large  vacant 
spaces  which  become  filled  up  by  mucus,  which  not  rarely 
becomes  foetid.  Sometimes  fibroids  projecting  leave  an  inter- 
space which  becomes  filled  with  uterine  mucus. 

In  the  case  of  the  uterus,  you  might  suppose  it  would 
require  a  greater  force  to  expand  it  tlian  can  be  afforded  by 
retained  mucus ;  but  everything  we  know  tends  to  show  that 
only  a  minute  force  is  required  to  do  this.  .The  growth  of 
the  ovum  in  the  uterus  can  exert  only  a  slight  force,  and  the 
uterus  is  during  pregnancy  not  tightly  replete.  Expernuents 
can  also  be  made  upon  the  internal  orifice  of  the  neck  of  the 
womb  which  is  the  hardest  portion  of  the  organ  to  ddate,  and 
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they  show  that  the  force  required  for  this  purpose  is  so  small 
as  to  be  measured  with  difficulty,  the  force  acting  slowly  and 
continuously.  Mucli,  however,  has  to  be  done  to  enable  us  to 
understand  how  this  constantly  acting  force  is  produced  and 
operates.  I  shall  at  present  limit  myself  to  giving  statements 
to  show  that  it  has  a  real  and  clinically  important  existence.^ 

In  one  of  the  cases  of  ha3matonietra,  a  collection  of  blood  iii 
the  uterus,  which  I  have  punctured  hj  a  large  canniila,  nothing 
flowed.  I  thought  at  first  that  my  diagnosis  must  be  wrong. 
The  same  happens  sometimes  in  the  case  of  the  bladder  full  of 
urine  ;  you  put  in  a  catheter,  and  nothing  comes  until  you 
apply  pressure  above  the  pubes.  In  this  case  of  ha?niatometra, 
when  pressure  was  applied,  the  blood  flowed,  and  my  diagnosis 
was  confirmed.  Tliere  was,  of  course,  some  force  retaining  the 
blood.  Again,  a  lady  had  ulceration  of  the  interior  of  the 
body  of  the  uterus,  which  was  not  flexed  or  verted  :  this  uterus 
expanded  so  as  to  be  large  enough  to  contain  the  fist  :  the  neck 
was  widely  open,  and  instruments  as  large  as  a  finger  were 
introduced  into  it.  The  uterus  remained  full ;  only  the  over- 
flow escaped.  In  another  lecture  I  have  mentioned  a  case  in 
which  the  cervical  mucus  was  found  filling  the  cavity  of  the 
bodv  of  the  uterus.  In  that  woman  the  cervical  mucus, 
instead  of  flowing  into  the  vagina,  flowed  up  into  the  uterus, 
distending  it.  Her  uterus  was  filled  with  healthy  glassy 
mucus,  the  tag  being  connected  with,  or  forming  part  of,  that 
in  the  cer\dx. 

Collections  of  mucus  in  the  cervix  are  not  rare,  and  in  the 
great  majority  you  have  the  os  uteri  patidous.  Lately  it  has 
been  alleged  that  stricture  of  the  external  os  leads  to  the 
collection  of  one  or  two  drachms  of  mucus  in  the  cervical 
cavity,  and  this  is  described  as  a  disease  dependent  upon  the 
stricture.  I  have  seen  very  many  cases  of  dilated  cervix 
replete  with  viscid  mucus,  where  the  external  os  uteri  was 
widely  open.  Cases  of  minute  external  os  uteri,  stricture  of 
the  external  os,  are  uncommon ;  you  will  not  see  more  than  a 
few  in  a  life  of  special  practice.  In  every  such  case  that  I 
liave  examined  there  has  been  no  unnatural  amount  of  mucus 
in  the  cavity  of  the  cervix.  Under  these  circumstances  there 
can  be  no  difficulty  in  arriving  at  the  conclusion  that  stricture 
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of  the  OS  has  veiy  little  or  notliing  to  do  ^vith  dilatation  of 
the  uterus  by  cervical  mncus. 

A  case  occurred  some  time  ago  in  "  ]\Iartha "  where  the 
OS  externum  was  in  the  state  of  extreme  stricture.  It  was 
remarkable  because  the  woman  had  borne  a  child.  In  that 
case  there  was  no  retention  of  mucus  in  the  cavity,  and 
there  was  no  dysmenorrhoea.  The  case  is  worthy  of  atten- 
tion on  other  grounds,  for  it  was  a  sad  and  terrible  example 
of  fatal  accidents  which  sometimes  occur  in  practice.  A  very 
small  wound,  opening  the  external  os,  led  to  this  woman's 
death  from  peritonitis.  The  death  is  perhaps  ])artially 
explained  by  the  existence  of  old  syphilitic  disease,  made 
certain  by  the  condition  of  her  liver,  and  by  other  observa- 
tions. This  misfortune,  however,  gave  us  the  opportunity  of 
examining  this  woman's  uterus  after  death,  and  we  found 
the  state  of  cervix  that  had  been  diagnosed. 

M.  M.,  aged  thirty,  married  for  tliirteen  years,  had  a  ]nis- 
carriage  thirteen  years  ago,  and  a  child  twelve  years  ngo. 
Catamenia  began  at  fourteen,  and  have  been  regular  till  a 
year  ago.      During  the  last  year  the  periods  were  delayed, 
the  interval  being  somethnes  seven  weeks.    The  periods  last 
only  for  one  day,  and  there  is  no  dysnienorrhcea.  Cannot 
long  retain  urine,  having  to  get  out  of  bed  several  times  in 
tlie  night.     Urine    1024,  neutral;  contains  phosphates;  no 
sugar  nor  albumen.    Complains  of  sudden  intermittent  pain 
in'' the   side,  and  of   a  white   discliarge  from  the  vagina. 
Examination  of  vagina  discovers  nothing  abnormal  except  a 
longitudinal  cicatrix  near  the  cervix  uteri  on  the  left  side. 
The  OS  uteri  can  neither  be  seen  nor  felt  ;  but  a  reddish  spot 
and  a  minute  tag  of  mucus  mark  the  spot  where  it  is.  The 
smallest  probe  at  hand  cannot  be  introduced,  but  subsequently 
a  probe  of  the  size  of  No.  ^  catheter  is  passed.    AVhile  it  is  in 
the   OS,  two  small  nicks  are  made  in  the  margin  of  the 
cervix, 'and  a  common  uterine  probe  is  now  easily  passed, 
and  discovers  only  normal  conditions  of  the  cervix  and  body 
of  the  uterus.     A  bougie  was  passed    daily  through  the 
external  os  for  two  days,  and  on  the  third  day  a  uterine  sound 
was  passed  into  the  cavity  of  the  body  of  the  uterus.    On  this 
day  she  shoAved  symptoms  of  peritonitis,  aud  died  after  five 
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davs'  illness  At  tlie  post-mortem  examimitiou,  twenty-three 
hours  after  death,  the  peritoneum  was  found  everywhere 
covered  by  soft  lymph.  The  li^-er  had  several  depressed 
scars,  dipping  into  its  substance.  The  spleen  large  and 
soft.  The  right  broad  ligament  contained  a  small  abscess 
Avith  about  half  an  ounce  of  pus.  The  uterus  normal.  A 
little  excoriation  of  the  cervix  and  a  little  pus  around  the 
cervix.    External  os  woidd  admit  a  uterine  probe. 

Xow  I  come  to  the  vagina.  The  secretions  of  the  vagina 
are  generally  absorbed.  In  what  we  may  term  a  perfectly 
healthy  natural  woman  there  is  no  discharge.  Secretions  in 
more  than  usual  quantity,  whether  health}'  or  morbid,  generally 
flow  from  tlie  vagina;  but  not  always,  for  it  may  be  full  of 
the  secretion,  normal  or  morbid,  inspissated  or  otherwise 
altered  in  character  by  age. 

As  an  example  of  unnatural  retention  in  the  vagina,  1  may 
tell  you  of  a  case  which  occurred  in  an  elderly  woman  who 
came  to  me  not  long  ago,  complaining  of  a  foetid  discharge 
from  the  vagina.  A  foetid  and  loosely  felted  coherent  ring 
of  hairs  was  found  around  the  neck  of  the  uterus.  In  this 
case  vou  see  that  even  foreign  bodies  had  no  tendency  to 
pass  out.  In  women  of  any  age  you  may  have  fluid  retained. 
Menstrual  fluid  is  sometimes  retained,  and  sometimes  becomes 
putrid. 

Copious  secretions  into  the  vagina  generally  soon  pass  out 
of  it.  In  some  women  this  tendency  is  so  great,  that,  if 
there  be  only  slight  increase,  they  feel  moisture  on  the  labia, 
and  are  made  anxious.  Such  sliglit  increase  is  in  many 
women  produced  by  much  standing  or  prolonged  walking. 

In  the  great  majority  of  women  the  semen  is  retained  ;  but 
in  some,  aud  even  in  some  fertile  women,  there  is  profluvium 
seminis — that  is,  semen  is  discharged  while  they  are  lying,  or 
as  soon  as  they  get  out  of  bed.  This  is  a  case  in  which  tlio 
gentle  adspiratory  force  is  not  in  natiiral  action. 

In  "  Martha,"  any  day,  you  may  see  cases  of  vaginal  secre- 
tion retained.  It  is  most  common  in  the  old,  and  in  them 
the  retained  secretion  sometimes  gives  rise  to  a  slight  degree 
of  vaginitis ;  but  in  most,  such  accumulated  secretions  are 
expelled  in  dehecation.    The  healthy  "  whites,"  when  retained 
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long  become  granulai-  and  Ljse  their  piive  colour,  becoming  of 
a  dirty  hue, 

A  great  deal  of  Ijad  practice  is  pursued  in  using  vnginal 
lotions  when  such  are  ]iot  required.  In  cases  of  liealtliy 
"  whites,"  milky  in  cliaracter,  you  may  use  a  mild  vaginal 
lotion  to  strengthen  the  passage,  but  you  shoiild  do  so  with 
reluctance.  The  best  treatment  is  to  use  constitutional 
strengthening  remedies,  not  lotions.  It  is  where  discharges 
do  not  take  place  that  you  find  most  advantage  from  lotions, 
as  in  cases  of  retained  secretions. 

When  you  require  vaginal  lotions  for  cleanliness,  the  best 
instrument  to  use  is  a  Higginson's  syringe  with  a  proper 
female  piece.  The  quantity  of  injection  should  be  lialf  a 
pint  or  a  pint.  It  may  be  simple  tepid  water,  or  with  some 
antiseptic  added  to  make  it  more  thorough. 

The  retention  of  mucus  in  the  cervix  is  generally  con- 
nected with  a  catarrhal  condition  of  the  part.  I  have  never 
seen  a  case,  as  I  have  told  you  before,  in  which  it  was 
necessary  to  make  incisions  for  a  real  or  supposed  stricture 
to  let  out  the  mucus.  What  is  wanted  is  to  cure  the  catarrli 
—a  proceeding  which  I  have  gone-  over  with  you  in  a 
former  lecture,  and  which  you  may  see  at  any  time  practised 
in  Martha." 

Eetention  in  the  body  of  the  uterus  itself  is  a  more  diffi- 
cult matter.  The  mucus  of  this  part  is  a  thin,  clear,  slightly 
viscid  fluid';  but  when  it  accumulates  it  is  almost  certain  to 
become  turbid :  and  in  some  cases  it  does  accumulate  with- 
out disease  of  the  walls  of  the  organ.  Such  accumulations 
are  mostly  seen,  not  in  simple  flexion  of  the  womb  or  in 
cases  of  dysmenorrhoea,  hnt  in  chronic  inflammatory  condi- 
tions of  the  body  of  the  uterus  or  of  its  lining  membrane. 


LECTURE  X. 


ON  EETENTION  OF  BLOOD. 

I  USE  tlie  term  "  retention  of  blood  "  in  preference  to  the  term 
retention  of  menses,"  becanse  in  every  case  blood  is  certainly- 
retained,  whereas  in  no  case  is  it  absolutely  certain  that  the 
retained  blood  is  menstrual.  It  may  be  retention  of  menses  ; 
it  certainly  is  retention  of  blood.  The  circumstances  which 
show  that,  in  any  particular  case,  it  is  retention  of  menses, 
and  not  of  mere  blood,  I  do  not  j)ropose  to  enter  upon  here, 
because  to  do  so  would  tlirow  no  light  upon  the  subject  of  the 
present  lecture. 

A  great  and  well-known  cause  of  retention  of  blood  in  the 
genital  passages  of  "women  is  atresia.  Such  retentions  get  the 
names  of  hjematocolpos  when  blood  is  retained  in  the  vagina, 
hrematometra  when  it  is  retained  in  the  womb,  and  hpemato- 
salpinx  when  it  is  retained  in  the  tube.  But  it  Avould  be  a 
great  mistake  to  suppose  that  blood  is  retained  in  the  genital 
passages  of  women  only  when  there  is  atresia. 

Before  advancing  further,  I  may  just  state  that  there  are 
many  diseases  of  women  in  which  there  is  retention  of  blood. 
In  litnematocele  you  have  retention  of  blood  within  the  peri- 
toneal cavity ;  in  that  disease,  indeed,  the  blood  frequently  regur- 
gitates from  the  tube  or  uterus  into  the  peritoneal  cavity,  to  be 
retained  there.  In  haimatoma,  or  thrombus,  in  the  perimetric 
or  circumvaginal  cellular  tissue,  you  have  retention  of  blood. 
Ovarian  apoplexy  is  not  a  rare  disease.  Bleeding  into  an 
ovarian  cyst  is  not  uncommon ;  and  sometimes  the  bleeding  is 
dangerous  from  its  profuseness,  somethnes  from  the  ovary 
bursting. 

These  are  not  such  retentions  as  I  propose  to  speak  of  to- 
day, and  I  dismiss  in  a  few  words  retention  of  blood  in  the 
J'allopian  tube  or  tubes,  for  this  is  a  subject  of  which,  practi- 


64 


OX  RETENTION  OF  BLOOD. 


cally  or  clinically,  little  is  known.  I  spoke  of  retention  of  mucus 
or  niuco-pus  in  these  tubes  in  my  last  lecture. 

I  shall  also  say  very  few  words  about  retention  of  hlood 
in  the  vagina.  This  occasionally  happens  in  ordinary  men- 
struation, especially  if  it  is  more  copious  than  usual.  The 
l)lood  lodges  in  the  vagina,  coagulates  ;  and  clots  are  expelled 
during  menstruation  or  after  it.  The  clots  may  be  briglit  and 
fresh,  or  partially  changed  in  colour  into  dull  or  dirty  brown. 
It  is  not,  indeed,  a  very  rare  thing  for  menstruating  women 
who  retain  blood  in  this  way  to  have  foetid  menstrual  discharges, 
fluid  blood  or  clots  being  not  only  retained  in  the  vagina,  but 
decomposing  and  stinking,  and  coming  away  with  a  foetor 
Avhich  is  always  and  justly  not  only  very  disgusting,  but  also 
alarming,  in  consequence  of  the  frequency  of  fcetor  in  very 
dangerous  diseases  of  women. 

With  these  preliminary  remarks  I  come  to  the  first  gi-eat 
subject  of  the  lecture — retentions  of  blood  after  and  in  con- 
nection with  a  recently  passed  pregnancy,  before  the  womb  has 
regained  its  unimpregnated  condition ;  and  you  know  that  in 
most  women  this  does  not  take  place  until  about  six  weeks  have 
elapsed  from  the  child-birth  or  abortion. 

After  I  have  described  these  puerperal  retentions,  I  shall 
describe  cases  of  retention  of  blood  in  the  virgin  womb,  or  in 
the  organ  apart  from  any  connection  with  pregnancy. 

I  begin  with  the  retentions  in  the  puerperal  state.  Such 
may  tSce  place,  first,  in  a  womb  which  is  still  large.  The 
retention  of  lochia  is  an  extremely  important  subject,  which  I 
shall  say  nothing  about  here.  In  addition  to  retention  of 
blood  in  a  womb  that  is  still  large,  you  may,  secondly,  have 
retention  of  blood  in  a  womb  which  is  rapidly  increasing  in 
capacity,  as  if  for  the  purpose  of  containing  and  retaining  the 

blood.  . 

This  dilatation  of  the  womb  happens  with  frequency  or 
facility  in  proportion  to  the  nearness  to  the  birth,  whether  of 
■I  child  at  full  term  or  of  an  abortion.  In  all  cases  of  retention 
of  blood  in  the  womb  it  is  possible  that  the  womb  may  expand, 
but  it  is  especially  liable  to  occur  in  women  who  have  recently 
been  delivered.  Again,  this  dilatation  of  the  womb  is  danger- 
ous  in  proportion  to  the  advancement  of  the  previous  pregnancy. 
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It  is  not  nearly  so  dangerous  in  a  woman  who  has  an  abortion 
as  in  one  who  has  recently  borne  a  Ml-grown  foetus. 

mw,  this  dilatation  of  the  womb  is  familiar  to  you  all  and 
to  every  practitioner  as  a  common  occurrence  in  post-partum 
hemorrhage.  Then,  the  womb  not  only  gets  full  of  blood,  but 
expands,  so  as  to  hold  a  large,  and,  it  may  be,  even  a  fatal 
quantity  of  blood.  But  when  you  have  such  puerperal 
retentions  as  I  am  now  discussing  you  may  have  a  womb 
expanding,  not  immediately  after  delivery,  but  at  a  late  period 
after  deliver}^,  and  before  the  six  weeks  of  the  puerperal  state 
have  passed— secondary  post-partum  hemorrhage. 

Clots  often  form  in  the  enlarged  uterus;  and,  when  this 
happens,  you  are  generally  told  that  there  is  a  copious  watery 
discharo-e  :  clot  remains,  but  the  serum  of  the  blood  flows  out 
blood-tinted  and  in  the  form  of  a  copious  watery  discharge,  to 
which  the  nurse  or  the  patient  herself  may  direct  your 
attention, 

Trom  a  uterus  containing  a.  clot  you  may  have  further 
hemorrhage  without  displacement  of  the  old  clot,  the  new- 
hemorrhage  flowing  round  the  clot  and  passing  into  the 
vagina,  and  so  forth  from  the  woman's  body.  ISTot  very  long 
ago  I  saw  a  case  of  this  kind,  where  the  clot  was  retained 
almost  certainly  from  the  time  of  delivery  until  tlu'ee  weeks 
after  the  birth.  Then  the  woman  had  a  flooding,  and  after 
the  flooding  had  proceeded  alarmingly  for  some  time  before  my 
arrival,  there  came  away,  partly  in  consequence  of  the  treat- 
ment, a  clot  of  the  shape  of  the  distended  uterus,  and  which 
proved  the  condition  that  I  am  describing  by  liaving  on  its 
surface  partial  decolorization,  a  mottled  surface,  showing  that 
the  clot  was  an  old  clot  which  liad  lain  in  the  uterus  almost 
certainly  since  the  time  of  the  woman's  confinement. 

When  a  woman  is  not  perfectly  or  completely  delivered,  but 
has  a  little  bit  of  placenta  or  pendulous  decidua  left  attached 
to  or  hanging  in  the  wombj  then  you  have  arrest  of  the 
diminution  of  the  bulk  of  the  womb,  and.  clots  are  formed  in 
it,  generally  soft  clots,  rarely  becoming  old  and  decolorized, 
such  as  I  have  mentioned  above,  but  soft  clots  which  are 
discharged  now  and  again. 

Of  this  condition  I  have,  in  a  former  lecture,  given  you 
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remarkable  examples.  To-day  I  sliall  give  you  another  ;  and 
before  I  read  it  I  shall  say  a  few  words  about  the  polarity  of 
the  uterus. 

"  Polarity  "  is  a  name  long  ago  given  to  certain  functions  of 
the  iiterus,  which  I  shall  describe  very  l)rielly,  because  the 
case  is  one  which  illustrates  the  subject.  The  same  polarity 
is  illustrated  in  the  function  of  the  bladder,  and  less  distinctly 
in  the  function  of  the  rectiim — that  is,  in  urination  and 
defrecation. 

What  is  polarity  of  the  uterus?  It  implies  an  opposite 
state,  as  to  activity  or  the  reverse,  of  its  two  ends  ;  of  the 
lower  part  of  the  uterus  on  the  one  hand,  and  of  the  fundus 
and  upper  parts  of  the  uterus  on  the  other — inhibition,  as  it  is 
nowadays  called,  at  one  part,  while  there  is  action  at  the 
other.  And  there  may  be  change  from  inhibition  at  one 
part  to  action  in  the  same,  and  from  action  at  the  other  part 
to  inhibition  in  the  same — that  is,  the  reversal  of  the  condition 
in  each  of  the  two  parts.  These  two  conditions  are  co-ordinated 
to  one  another  both  in  health  and  in  disease ;  and  the  study  of 
this  polarity  explains  a  good  many  things  which  I  wish  I  had 
more  time  to  enter  upon. 

Consider  pregnancy.  In  this  state  the  lower  segment  of  the 
uterine  body  keeps  continually  contracted  until  the  end ;  but 
the  fundus  and  body  of  the  uterus  are  in  the  state  called 
-inhibition  ;  they  are  expanding,  not  expulsively  acting.  When 
the  time  of  delivery  comes,  you  have  the  reversal  of  these 
conditions  :  the  lower  segment  of  the  uterus  is  in  the  state  of 
inhibition,  while  the  fundus  and  body  are  expulsively  operating. 
These  are  illustrations  of  polarity  in  health;  and  in  dis- 
order of  labour,  also,  it  is  frequently  illustrated.  Such  a^  case 
as  this  often  happens :  a  woman  has  a  slow  labour  with  a 
healthy  cervix,  but  the  cervix  is  not  dilating;  the  lower 
segment  will  not  open.  .•  In  some  such  cases— and  it  is  very 
difficult  to  diagnose  which  are  the  cases  fitted  for  the  plan  of 
treatment— you  let  off  the  waters.  Immediately,  the  fundus 
and  body  of  the  uterus,  being  partially  evacuated,  and  conse- 
quently much  retracted,  begin  to  work  vigorously  ;  and  m  co- 
ordination with  that  working  by  uterine  pains  and  retraction 
the  lower  part  of  the  bodv  and  neck  of  the  womb  are  inhibited 
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and  open  almost  suddenly.    Another  disorder,  not  very  rare, 
I  shall  mention,  for  it  is  a  very  perfect  illustration  of  this 
polarity :  the  disorder  known  as  hour-glass  contraction.  This 
is  a  case  in  which  you  may  have  action  of  the  lower  part 
of  the  uterus,  while  you  have  inhibition  of  the  upper  part ; 
and  if  you  could  reverse  the  conditions  the  case  would  ^  be 
cured.    Such  a  case  is  generally  called  hour-glass  contraction, 
but  that  is  not  the  disease  ;  it  is  more  truly  hour-glass  ex- 
pansion, for  the  contracted  part  is  not  the  diseased  part :  the 
inactive  part  above  the  contraction  is  in  a  morbid  condition  of 
inhibition  while  the  contracted  part  is  m  a  condition  of  action. 
I  shall  now  read  you  the  notes  of  the  case  : — 
M.  C,  aged  forty ;  married  thirteen  years  ;  has  had  six 
children,  the  last  being  born  three  years  ago  ;  had  a  miscarriage 
a  fortnight  before  her  admission  to  "  Martha."  Catamenia 
began  when  she  was  twenty  years  of  age,  and  have  been 
regular,  lasting  seven  days.    Was  in  good  health  till  the  mis- 
carriage, which  she  thinks  was  caused  by  fright,  and  occurred 
in  the  fourteenth  week  of  pregnancy.     She  was  told  by  her 
medical  attendant  that  everything  had  come  away.    Prom  the 
miscarriage,  for  ten  days,  she  had  great  pain  in  the  hypogas- 
trium,  and  continuously  lost  blood,  which  was  sometimes  dis- 
charged in  clots.    Then  for  two  days  she  lost  no  blood,  but  had 
a  profuse  watery  discharge.    After  this  the  loss  of  blood  re- 
commenced.    On  admission  the  cervix  is  open  so  as  to  be  just 
permeable  by  the  finger,   which  discovers  nothing  near  the 
internal  os.     The  uterus  is  bulky,  the  probe  entering  easily 
four  inches  ;  it  is  retroverted  and  retrofiected,  but  easily  re- 
placed.   She  is  extremely  antemic.    Pulse  130;  temperature 
98°.    Half-drachm  doses  of  the  liquid  extract  of  ergot  to  be 
given  thrice  daily.    At  the  visit,  two  days  after  admission,  the 
bleeding  and  discharge  of  clots  is  still  great.    The  cervix  uteri 
is  now  widely  open,  so  that  two  fingers  may  pass  easily. 
Nothing  is  found  in  or  near  the  cervix.    The  uterus  is  less 
bulky,  and  can  be  felt  to  contract  during  examination.  As  high 
as  the  finger  can  be  pushed  a  fiieshy  substance  can  be  felt.  It 
is  found  to  be  an  indurated  placental  mass,  firmly  adlierent  to 
the  uterus,  and  is  removed  piecemeal  by  forceps.    An  hour 
afterwards  she  had  a  severe  rigor  with  temperature.  104-2°; 
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but  tliis  passed  off,  and  now  for  several  days  she  has  been  very- 
well,  the  bleeding  being  arrested. 

Note  the  conditions  here.  At  first  the  cervix  was  permeable 
only  by  one  finger,  and  nothing  could  be  felt  as  high  as  it  could 
reach  in  the  cavity  of  the  body  of  the  uterus.  Ergot  was  now 
given ;  and  active  contractions  followed,  which  could  be  felt 
when  the  woman  was  examined.  This  action  of  the  uterus 
drove  nothing  into  the  cervix  to  dilate  it ;  but  it  dilated 
spontaneously,  so  that,  after  two  days  of  ergot,  two  fingers 
could  be  easily  passed  up  iuto  the  uterus  to  remove  a  firmly 
adherent  placental  fragment,  the  extraction  of  which  by  forceps 
led  to  the  htemostasis  and  progressive  recovery  of  the  patient. 

A  disease  closely  connected  with  such  cases  as  I  have  just 
mentioned  is  fibrinous  polypus.  This  is  a  retention  of  blood — 
of  a"  clot  of  blood  which  becomes  indurated  and  externally 
decolorized,  which  retains  connection  with  adherent  shreds  of 
placenta,  which  has  all  the  symptoms  of  a  polypus,  and  wliich 
lies  with  its  stalk  in  the  body  of  the  uterus,  and  the  body  of 
the  polypus  generally  in  the  cervix.  This  mass  of  retained 
and  adherent  blood-clot  becomes  more  and  more  decolorized 
externally  so  as  to  have  a  tough  fibrinous  exterior,  and  hence 
its  name.    It  is  treated  as  a  polypus-  is  treated. 

The  best  example  of  retention  in  connection  with  pregnancy 
is  seen  in  the  most  characteristic  cases  of  secondary  hemorrhage. 
To  illustrate  this  I  shall  mention  a  case  which  occurred  not 
many  years  ago  in  my  own  practice.  A  woman  was  delivered 
in  natural  labour  at  the  full  term.  Her  uterus  was  found  to 
decrease  naturally  until  nine  days  after  labour.  Then  she  had 
sudden  copious  htemorrhage.  This  was  secondary  hemorrhage, 
not  from  a  retained  bit  of  placenta  aror  of  membranes.  The 
copious  flooding  was  only  partially  external,  for  the  uterus 
became  rapidly  dilated  to  at  least  the  size  of  a  four-months' 
pregnancy,  and  was  filled  with  soft  clot.  The  woman  was  in 
danger  from  the  hemorrhage,  though  there  was  not  much 
externally,  for  it  was  mainly  retained.  The  case  was  treated 
just  as  hemorrhage  would  be  after  delivery ;  the  womb  was 
made  to  contract,  and  to  maintain  the  contraction.  When 
emptied  of  clot  it  was  of  the  size  of  a  healthy  uterus  about 
nine  days  after  delivery  in  the  healthy  puerperal  state. 
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I  now  come  to  consider  cases  of  retention  of  blood  in  the 
virgin  uterus,  or  in  the  uterus  uninfluenced  by  recent  preg- 
nancy. 

Some  women  have  slight  discharge  of  menses,  and  only  pass 
the  blood  when  they  are  standing.  The  flow  stops  when  they 
lie  down.  This  is  explained  or  explicable  in  two  ways :  the 
blood  pressure,  increased  by  standing,  may  cause  the  flow  only 
when  the  woman  is  out  of  bed  ;  but  in  many  women  there 
can  be  no  doubt  that  the  blood  does  persistently  flow  in  small 
quantity,  and  is  retained  in  the  womb,  and  passes  out  of  it  on 
standing. 

It  is  a  common  thing  for  women  and  practitioners  to  be 
deluded  into  supposing  that  a  woman  has  prolonged  menstrua- 
tion by  the  circumstance  that  many  women,  after  menstruating, 
retain  a  Httle  blood  in  the  womb,  which  comes  away  brownish 
for  days  after  real  menstruation  has  finished  ;  and  there  may 
be  an  interval  of  days  between  the  end  of  menstruation  and  the 
commencement  of  the  brown  flow.  These  days  of  brownish 
discharge  are  not  days  of  menstrual  flow,  but  days  of  the  flow 
of  dissolving,  retained,  and  altered  blood.  There  is  the  closest 
analogy  between  this  and  blood-tinting  of  the  lochia  after 
delivery  by  the  dissolution  of  the  clots  retained  in  the  mouths 
of  the  uterine  sinuses. 

Women  in  healthy,  although  not  in  ordinary  menstruation, 
sometimes  pass  clots,  and  the  pain  with  which  they  pass  them, 
and  other  evidence,  prove  that  these  clots  had  been  retained  in 
the  uterus  and  discharged  by  uterine  contraction  and  opening 
of  the  cervix.    Such  clots  are  small. 

But  there  is  a  rare  condition  of  the  discharge  of  menstrual 
clots  which  is  important,  because  you  may  be  misled  as  to  the 
virtue  of  a  female  if  you  do  not  know  what  I  am  about  to  tell 
you.  This  is  best  illustrated  by  a  case  which  occurred  in  my  own 
practice  very  long  ago,  and  in  which,  being  ignorant  of  the 
occasional  retention  of  menstrual  clots  tOl  they  are  partially 
decolorized,  I  had  great  difficulty  in  believing  that  the  woman 
was  a  virgin,  as  she  asserted.    She  was  a  virgin,  and  there 
could  be  no  doubt  that  the  clot  which  she  discharged  was 
menstrual.    It  was  of  the  shape  a,nd  size  of  the  iiterine  cavity, 
and  was  decolorized  upon  the  surface  just  as  a  fibrinous 
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polypus  is,  but  not  so  thoroughly  or  deeply.  The  size  of  these 
clots  is  very  small,  tlie  cavity  of  the  unimpregnated  uterus 
being  in  cubic  capacity  about,  or  rather  under,  half  an  inch. 
The  clot  contained  in  the  uterus,  as  in  this  case,  may  expand 
the  uterus  without  stretching  its  walls,  for  you  must  remember 
that  there  is  a  great  difference  between  the  capacity  of  an 
ordinary  empty  uterus  (the  cavity  being  then  mainly  a  potential 
one)  and  the  capacity  of  a  uterus  which  is  expanded — all  the 
difterence  between  a  collapsed  empty  bladder  and  the  same 
when  full.  You  must  not  judge,  then,  from  the  condition  of  a 
healthy  unimpregnated  uterus,  how  big  a  clot  it  may  contain 
when  expanded.  An  empty  bladder  contains  nothing ;  but  the 
same  expanded,  without  any  alteration  except  in  position  of  its 
walls,  may  hold  half  a  pint.     So  with  the  virgin  uterus. 

Whether  the  uterine  cavity  expands  and  dilates  in  the  un- 
impregnated state  so  as  to  contain  and  retain  a  large  clot  I 
cannot  say.  I  know  of  no  case  of  the  virgin  uterus  expanding 
so  as  to  contain  and  retain  a  large  clot,  say  as  big  as  a  hen's 
egg.  I  do  know  of  cases  in  which  it  has  expanded  so  as  to 
contain  a  large  soft  clot,  but  in  these  cases  the  •  cervix  was 
expanded  as  well,  and  the  clots  were  not  retained  for  any  length 
of  time,  were  not  hard  nor  decolorized.  The  women  were 
flooding. 

Eetention  of  clots  is  a  common  thing  in  cases  of  cancer  of 
the  body  of  the  uterus  or  of  fibroids  ;  and  the  blood  is  expelled 
in  the  form  of  clots,  or  comes  away  dissolved  as  brownish 
discharge. 

I  have  said  that  the  unimpregnated  healthy  uterus  is  not 
known  to  expand  so  as  to  contain  and  retain  a  large  clot ;  and 
the  last  thing  that  I  have  to  say,  in  regard  to  these  various 
conditions  is,  that  the  diseased  uterus  not  only  has  its  cavity 
expanded  in  some  cases  of  cancer  and  of  large  fibroids,  but  it 
is  almost  certain  that  it  may  be  so  expanded  when  a  little 
polypus  is  growing  upon  its  internal  surface,  as  to  have  a  large 
cavity  sufficient  in  capacity  to  contain  many  polypi  as  big  as 
that  one  which  leads  to  the  dilatation  of  its  cavity.  Of  this 
we  had  a  good  example  in  "Martha"  a  few  weeks  ago,  in 
a  woman  whose  case  presented  dangerous  conditions,  whose 
pathology  was  inexplicable,  and  who  died  apparently  of  disease 
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Of  the  stomach.  She  had  a  constant  brownish  discharge  from 
her  uterus  On  dissecting  this  woman,  there  was  found  ad- 
herent, near  the  fundus,  a  smaU  mucous  polypus  about  the  size 
of  a  hazel-nut.  This  woman  had  had  a  large  family,  but  had 
not  been  recently  pregnant.  Her  uterus  had  a  large  cavity,  and 
measured  internally  four  inches  and  a  half  from  the  external 
OS  to  the  fundus.  Here  there  was  a  distended  or  dilated 
cavity  filled  with  blood,  which  came  away  in  clots,  as  pure 
blood,  and  as  brownish  discharge  ;  there  being  always  a  large 
quantity  retained  in  the  dilated  unimpregnated  uterus,  the  dila- 
tation being  probably  caused  by  the  growth  of  a  small  polypus 

near  its  fundus. 

AU  these  cases  are  treated  on  the  same  principles.  You 
have  in  ergot  of  rye  a  powerful  agent,  not  for  inducing  pains, 
but  for  inducing  continuous,  or  tonic,  or  permanent  contraction 
— in  other  words,  retraction  of  the  uterus.  Ergot  of  rye,  then, 
in  all  these  cases  is  an  invaluable  remedy,  from  this  power 
Avhich  it  has  over  unstriped  muscular  fibre. 

To  produce  temporary  contractions  you  may  resort  with 
advantage,  in  various  circumstances,  to  the  use  of  cold,  suddenly 
applied,  and  for  a  short  time.  You  may  also  use  heat,  for  heat 
has  the  same  power  of  stimulating  uterine  contractions  as  cold 
has ;  indeed,  sometimes  heat  applied  externally  or  applied  in 
the  form  of  a  hot  vaginal  lotion  (105°)  seems  to  be  more 
pow.erful  than  cold  similarly  applied. 

In  these  cases  of  retention  this  is  all  the  treatment — at 
least,  it  is  the  chief  part  of  it.  But  you  have  often  not  only 
to  produce  evacuation  of  morbidly  retained  blood,  but  to  stop 
htemorrhage. 

Now,  in  order  to  stop  htEmorrhage,  you  have,  in  addition  to 
ergot  and  heat  and  cold,  two  great  remedies,  the  rules  for  the 
application  of  which  I  have  no  time  to  discuss  to-day,  but 
which  I  shall  mention  only.  One  is  the  powerful  mechanical 
remedy  of  a  plug,  restraining  the  flow  of  blood  by  counter- 
pressure,  the  plug  being  placed  in  the  vagina  or  cervix  uteri,  or 
both.  Then  you  have  another  set  of  remedies  called  styptics, 
which  really  act  also  mechanically  by  clotting  the  blood  or  by 
corrugating  and  hardening  the  bleeding  surface.  These  reme- 
dies— the  plug  and  styptics — are  not  remedies  for  retention, 
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but  for  bleeding,  and  I  shall  only  say  that  our  experience  of 
the  best  styptic,  the  perchloride  of  iron,  is  sufficient  to  show 
that  you  must  be  very  cautious  in  its  use,  and  not  only  in  the 
use  of  it,  but  of  any  other  styptic,  for  even  in  the  unimpreg- 
nated  uterus  the  styptic  may  pass  into  the  iiterine  veins  in  the 
broad  ligament,  and  produce  changes  there — tanning  the  parts 
— which  w^ould  be  fatal  if  the  woman  survived.  Tanning  is 
therefore  seen  only  in  cases  which  have  proved  fatal  from  some 
other  cause  ;  and  in  one  case  which  occurred  in  "  Martha  " 
lately,  death  was  produced  by  embolism.  The  styptic  had 
clotted  the  blood,  and  the  clots  had  passed  into  the  woman's 
lungs.  You  must  be  cautious,  and  at  present  I  employ  not 
any  iron  styptic,  but  tincture  of  iodine. 


LECTUEE  XL 


ON  EETENTION  OF  URINE. 

"VVe  distinguish  retention  of  urine  from  suppression— Ischuria 
renaHs,  To  speak  generally,  in  the  former  the  urine  is  secreted 
hut  not  discharged ;  in  the  latter  the  urine  is  not  secreted  and 
there  is  none  to  discharge.  But  that  is  not  a  complete  defini- 
tion, for  the  two  diseases  have  close  alliance :  not  in  their 
nature  or  in  their  treatment  so  much  as  in  their  symptoms  and 
morbid  results.  If  retention  of  urine  is  absolute — as,  for 
instance,  by  obstruction  of  both  ureters — then  there  is  besides 
retention  also  suppression  of  Tirine,  for  iirine  is  not  secreted. 
Turther,  retention  of  urine  often  produces  dilatation  of  the 
ureters  and  of  the  kidneys,  a  condition  in  which  the  sufferer  is 
lialjle  to  sudden  suppression  of  urine,  with  all  its  dangerous, 
alarming,  or  fatal  results. 

To  one  well-known  set  of  cases  of  retention  of  urine  I  will 
now  only  refer.  In  them,  one  kidney  has  had  its  function 
somehow  or  other  destroyed,  and  then  retention  of  urine  is 
produced  in  the  other  kidney  by  the  progress  of  a  calculus  into 
the  ureter.  As  a  consequence  the  patient  is  suddenly  plunged 
into  the  greatest  danger.    Many  cases  of  this  kind  are  recorded. 

Eetentiou  of  urine  is  a  grave  disease  well  deserving  its  place 
in  the  nosology,  although  it  is  not  primarily  the  disease  in  any 
case  ;  the  cause  of  the  retention  being,  theoretically  at  least,  a 
better  source  of  nomenclature  than  the  retention,  v/hich  is  a 
result  of  a  great  variety  of  distinct  causes. 

Before  proceecUng  further  I  may  tell  you  that  retention 
of  urine  in  the  fatus  is  a  very  different  thing  from  retention 
after  birth.  The  fcetus,  indeed,  may  be  well  nourislied,  born 
alive,  and — as  in  a  case  under  my  own  care — live  for  two 
days,  with  absence  of  urinary  organs — without  kidneys  or 
bladder  !    In  the  foetus  it  occasionally  happens  that  atresia  of 
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the  urethra  produces  retention,  which  has  probably  lasted 
during  the  whole  fcetal  life,  producing  enormous  distension  of 
the  bladder,  sometimes  mistaken  for  ascites.  In  sucli  a  case 
there  is  not  a  fatal  resiilt  to  the  foetus,  which  would  certainly 
occur  were  the  same  condition  produced  after  birth.  In 
some  of  these  cases  of  distended  bladder  there  has  been  found 
absence  of  communication  between  the  bladder  and  the 
kidneys.  But  I  must  stop  these  curious  details,  which  have 
only  a  remote  bearing  on  the  matter  before  us,  and  dismiss 
the  subject  by  saying  that  the  difference  between  the  foetus 
and  the  condition  after  birth  lies  in  the  circumstance  that  urea, 
or  the  excrementitial  products  of  the  kidneys,  are  j)robably 
not  produced  until  the  time  of  birth  or  immediately  after  it. 

Eetention  of  imne  in  a  pouched  urethra  is  sometimes 
called  "  urethrocele,"  and  sometimes  the  poucli  contains  a  cal- 
culus. These  pouches  it  is  generally  impossible  to  account 
for,  but  they  are  evidently  sometimes  produced  by  arrest  of 
a  calculus  in  the  canal ;  and  I  may  here  mention  that,  besides 
leading  to  urethrocele,  a  calculus  lodged  in  the  urethra  may 
get  completely  embedded  in  the  tissues,  sinking  into  them  ; 
the  urethra  healing  up  over  them.  Lately  we  had,  in  the 
wards,  a  case  where  this  pouch  began  to  give  trouble,  apparently 
from  retained  urine  causing  inflammation  in  it.  The  urme 
squeezed  out  of  it  was  muddy  from  pus,  while  the  bladder 
urine  was  healthy.  Lying  in  bed  and  repeated  emptying  of 
.the  cyst  by  squeezing  gave  some  relief. 

Eetention  of  urine  may  be  in  the  bladder  alone,  or  in 
the  ureter  or  ureters  alone,  or  in  both  bladder  and  ureters. 
Eetention  in  the  bladder  leads  to  retention  in  the  ureters. 
Eetention  in  the  ureters,  has,  on  the  other  hand,  nothing  to 
do  with  the  retention  in  the  bladder.  Eetention  in  the 
bladder  or  in  the  ureters  may  be  complete  or  incomplete. 
In  the  case  of  ordinary  retention  in  the  bladder,  the  incom- 
]3leteness  is  very  well  illustrated  in  cases  where  the  woman 
declares  with  truth  that  she  is  passing  more  urine  in  quan- 
tity and  more  frequent  than  usual.  Although  the  patient 
cannot  say  this  of  the  discharge  through  the  ureters  when 
one  or  both  of  them  is  obstructed,  yet  we  have  reason  to 
believe  that  in  this  case  a  similar  incompleteness  may  occur. 
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There  is  nothing  more  common  in  practice  in  this  depart- 
ment of  medicine,  and  therefore  nothing  more  important  for 
you  to  remember,  than  that  the  circumstances  of  frequency 
and  copiousness  of  urination  almost,  always,  as  in  the  first 
case  I  shall  read  to  you,  lead  to  the  real  condition  of  matters 
being  for  a  tune  mistaken  or  overlooked.  It  seems  difficult  to 
opportunely  recall  to  mind  that  retention  of  urine  frequently 
occurs  along  with  frequent  and  copious  discharges  of  it. 

The  urine  discharged  in  cases  of  retention  is  of  low  specific 
gravity,  and  if  the  retention  is  incomplete  it  is  copious. 
Attempts  have  been  made  to  explain  these  changes  in  the 
urine  by  increased  pressure  on  the  secreting  surfaces,  Ur£Emic 
eclampsia  used  to  be,  and  in  some  quarters  even  now  is, 
supposed  to  be  accounted  for  by  pressure  on  the  kidneys  and 
renal  vessels.  That  is,  I  may  remark  in  passing,  an  untenable 
view,  but  tliere  is  a  great  deal  more  reason  in  the  mechanical 
explanation  founded  upon  pressure  on  the  secreting  surfaces  in 
the  circumstances  we  are  now  considering.  There  are  diffi- 
culties, however,  in  the  matter,  suggested  by  the  consideration 
of  the  similar  condition  of  the  urine  in  hysteria  where  there 
is  no  obstruction,  and  in  ureteral  fistula,  in  which  latter,  how- 
ever, the  quantity  is  probably  not  increased.  Of  course, 
copious  secretion  only  occurs  when  the  pressure  in  front 
of  the  secreting  surface  is  not  so  great  as  to  stop  it  entirely. 
I  know  little  or  nothing  of  pressure  being  great  enough  to 
stop  secretion  in  cases  of  retention  in  the  bladder.  ■  Stoppage 
of  the  secretion  is  known  to  me  only  as  a  result  of  obstruction 
of  tlie  ureters,  not  of  the  urethra. 

When  there  is  incomplete  ureteral  retention,  danger  no 
doubt  occm-s  :  and  it  is  illustrated  in  the  fatal  result  pro- 
duced by  a  uterine  fibroid,  which  I  shall  presently  read  to 
you ;  but  I  do  not  know  anything  which  helps  us  to  decide 
when  danger  begins  in  a  case  of  incomplete  retention.  We 
have,  however,  facts  demonstrating  the  time  of  commencement 
of  danger  after  complete  ureteral  obstruction.  For  instance, 
recently,  several  cases  have  been  recorded  of  the  ligature  of 
both  ureters  in  the  operation  of  excising  the  uterus;  and 
these  cases,  although  surviving  for  several  days,  have  died 
without  showing  any  special  uraimic  symptoms.     Cases  of 
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other  kinds  show  tliat  the  ischuria  of  complete  retention,  as 
Toy  ureteral  ohstruction,  may  be  like  cases  of  simple  ischuria 
or  primary  suppression,  in  having  urremic  symptoms  delayed 
for  a  varying  period,  often  of  about  a  week. 

Wliat  are  the  symptoms  when  they  come  ?  I  shall  read 
presently  cases  which  will  illustrate  these,  and  it  is  very 
valuable  to  know  them.  The  phenomena,  when  they  appear, 
are  very  like  the  phenomena  of  urcemia  in  pregnancy,  parturi- 
tion, or  the  puerperal  state,  and  of  uraimic  eclampsia :  they  are 
only  like,  but  not  identical.  In  uraBmic  eclampsia  the  out- 
break of  the  alarming  phenomena  is  generally  much  more 
sudden  and  violent.  In  ischuria  from  mechanical  retention, 
the  disease  evidences  itself  by  twitching  of  the  limbs,  a  certain 
degree  of  stupor,  a  changed  and  unaccountable  manner  in  the 
woman,  and  by  contraction  of  the  pupils.  Often  there  is 
nothing  more  than  this,  and  the  woman  gradually  becomes 
weaker  and  dies ;  but  sometimes,  as  in  one  of  the  cases  I  shall 
read  to  you,  there  are  convulsions  or  eclampsia  and  complete 
coma  before  death. 

I  proceed  now  to  describe  to  you  the  causes,  and  I  shall 
consider  all  kinds  of  retention  of  urine  because  I  am  not 
interested  in  describing  those  cases  of  retention  alone  which  at 
last  result  in  complete  obstruction  to  the  discharge  of  urine, 
and  in  death. 

Eetention  of  urine  in  the  bladder  is  generally  caused  by 
obstruction  of  the  urethra.  In  a  former  lecture  I  described 
to  you  a  case  of  stricture  of  the  urethra— congenital  stricture 

 which  caused  retention  of  urine  and   dilatation  of  the 

bladder  and  of  the  urethra,  for  the  stricture  was  at  tlie  external 
orifice.  Cases  of  stricture  from  syphilis,  and  from  urethritis 
complicating  lupus,  occasionally  present  themselves.  Lately 
we  have  had  in  "  Martha  "  a  case  of  retention  of  urine  from 
cancer.  Cancer  in  any  part  of  the  genital  organs  is  seldom  a 
cause  of  retention  of  the  urine.  In  the  case  which  I  refer  to, 
and  which  some  of  you  will  remember,  the  cancer  affected  the 
orifice  of  the  vagina  and  produced  obstruction  by  pressure  upon 
the  urethra.  An  ovarian  tumour  very  rarely  produces  retention 
of  urine  in  the  bladder.  The  retroversion  of  the  gravid  uterus, 
the  similar  retroversion  of  a  uterine  fibroid,  and  ha.'matocele 
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are  causes  of  retention  of  urine,  and  you  have  seen  examples 
in  the  wards.  You  will  not  understand  the  retroversion  of 
the  gi-avid  uterus  if  you  do  not  keep  in  mind  that  the  retention 
of  urine  is  both  cause  and  effect— that  there  is,  in  this  disease, 
what  is  sometimes  called  a  vicious  circle  ;  and  I  shall  have 
in  the  course  of  this  lecture  to  point  out  to  you  several 
instances  of  this  vicious  circle.  A  pregnant  woman  has 
her  uterus  retroverted,  and  generally  it  gradually  takes  its 
right  position  as  it  grows.  But  if,  for  example,  the  woman 
has  a  contracted  brim,  the  retroverted  uterus  will  almost 
certainly  not  take  its  right  position — it  will  not  go  up  into 
the  abdomen  spontaneously,  and  it  will  come  to  produce 
retention  of  urine  by  pressure  on  the  urethra.  Again,  if  a 
woman  with  retroversion  has  retention  of  urine  produced  by 
any  cause,  then  the  case  will  become  urgent,  but  only  then. 
If  retention  of  urine  had  not  been  caused  by  the  retroversion 
you  would  probably  never  have  heard  of  the  retroversion  ; 
but  the  retention  of  urine  has  been  caused,  then  the  replete 
bladder  pushes  the  uterus  downwards  more  than  ever,  and 
keeps  it  down.  The  replete  bladder,  therefore,  increases  the 
retroversion,  and  makes  it,  for  the  time,  at  least,  incurable,  and 
it  was  the  retroversion  that  made  the  retention  of  urine  by 
pressure  on  the  urethra.  So  that  you  see  the  first  is  the  cause 
of  the  second,  and  the  second  is,  inversely,  the  cause  of  the 
first — both  combining  to  form  a  vicious  circle.  In  this  kind  of 
retention  there  is  frequently,  and  probably  always,  a  kind  of 
insipid  diabetes  present. 

The  commonest  case  of  retention  of  urine  in  the  bladder  is 
that  of  the  second  stage  of  labour.  In  the  first  stage  of  labour 
the  uterus  pulls  up  out  of  the  pelvis  the  bladder,  the  lower 
part  of  the  uterus,  and  the  upper  part  of  the  vagina.  All 
these  organs  are,  as  it  were,  taken  out  of  the  way  to  make  room 
for  the  descent  of  the  head.  During  the  first  stage  of  labour 
a  woman  urinates  freely ;  but  during  the  second  stage,  as  the 
head  comes  down,  it  presses  the  urethra  against  the  pubes.  The 
urethra  cannot  be  pulled  out  of  the  way,  and  the  pressure  on 
the  urethra  generally  stops  the  flow  during  the  second  stage. 
In  most  women  the  second  stage  of  labour  is  brief,  occupying 
from  one  to  three  hours,  and  the  retention  of  urine  for  that 
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time  causes  no  trouHe.  But  the  retention  of  urine  even  for 
that  time  sometimes  leads  to  retention  after  delivery.  If  the 
second  stage  of  labour  lasts  still  longer  the  retention  of  urine 
becomes  a  matter  of  importance ;  but  there  is  not  time  now  to 
describe  that. 

A  rare  cause  of  retention  of  urine  is  extra-uterine  preg- 
nancy. We  have  a  case  in  "  Martha  "  now  which  is  believed 
to  be  an  extra-uterine  pregnancy,  and  in  whicli  many  of  the 
statements  I  have  made  regarding  retention  of  urine  in  the 
bladder  are  remarkably  illustrated,  especially  the  deception  by 
the  circumstance  that  the  woman  was  passing  a  large  quantity 
of  water  and  urinating  more  frequently  than  usual.  I  will 
read  you  the  particulars  of  the  case : — 

I.  "W.,  aged  thirty-seven,  married,  has  had  two  miscarriages 
and  two  children.    Her  last  pregnancy  was  with  a  child  which 
went  to  term,  fourteen  years  ago.     Catamenia  regular  till  four 
months  ago.    Then  she  began  to  have  bearing-down  pains,  and 
pain  in  defecation  and  micturition.    On  July  3  she  was  ad- 
mitted into  "  Martha  "  with  perimetritis,  and  at  this  time  she 
was  very  ill.    There  were  tenderness  and  hardness  around  the 
nterus  posteriorly.    On  July  3  i  she  was  dismissed  much  im- 
proved.    But  after  her  return   home  her  pains  returned, 
especially  in  the  left  iliac  region,  and  she  had  much  vomiting. 
On  October  i  she  was  re-admitted.    She  complains  of  pain  in 
base  of  sacrum,  and  of  labour-like  pain  in  the  region  of  the 
womb.    Bowels  constipated.    Breasts  enlarged,  and  containing 
milk.     Lower  half  of  abdomen  is  occupied  by  a  prominent 
swelling,  elastic,  containing  fluid,  and  rising  to  an  inch  above 
umbilicus,  resembling  a  six-months-pregnant  uterus.    In  both 
flanks  there  is  resonance  down  to  the  spines  of  the  ilia.  The 
cervix  uteri  is  to  be  felt  behind  the  horizontal  ramus  of  the 
right  pubic  bone,  a  soft  tumour  descends  into  the  upper  part 
of  the  pelvic  cavity  and  fills  it,  being  continuous  with  a  tumour 
in  the  left  Uiac  region.    Catheter  drew  off  two  pints  and  three- 
quarters  of  limpid  urine  ;  specific  gravity  1008  ;  no  albumen. 
The  cyst-like  swelling  of  the   abdomen   disappeared.  The 
catheterism  produced  (and  this  is  a  rare  thing)  during  its  later 
period  the  pains  of  violent  strangury.      ]\Iost   womeu  are 
delighted  with  the  sensations  of  relief ;  but  in  this  woman  there 
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was,  instead,  violent  strangury.  She  had  for  a  fortnight  pain 
and' difficulty  in  urinating,  requiring  to  compress  the  abdomen 
to  aid  herself.  The  urine  has  been  in  larger  quantity  and  passed 
more  frequently  than  usual  Avith  her.  In  subsequent  reports 
it  appears  that  catheterism  continued,  for  a  time,  to  be 
required.  Obstruction  of  the  urethra  is  not  the  only  cause  of 
retention  of  urine  in  the  bladder.  Nervous  disorder  is  a 
common  cause,  as  is  illustrated  in  cases  of  hysteria,  cases  of 
insanity,  and  'cases  of  fever.  A  third  set  of  causes  is  but  little 
understood — the  pressure  relations  of  the  abdomen,  or  too  great 
retentive  power  in  it ;  a  condition  in  which,  with  or  without 
effort,  no  pressure  sufficient  to  evacuate  the  bladder  can  be 
brought  to  bear  upon  it.  This  is  illustrated  in  cases  of 
retention  of  urine  after  delivery  and  in  some  others. 

Lastly,  there  is  a  kind  of  retention  of  urine  which  I  have 
not  alluded  to,  where  the  bladder  is,  so  to  speak,  badly  con- 
structed, as  in  procidentia  uteri,  so  that  instead  of  having  the 
natural  condition  with  the  internal  orifice  of  the  urethra  the 
lowest  part  of  the  bladder,  you  have  a  pouching  of  the  bladder, 
so  that  the  internal  orifice  is  above  part  of  the  cavity  and  the 
bladder  is  not  thoroughly  emptied.  Tor  you  must  remember 
that  it  is  not  necessary  for  the  emptying  of  the  bladder  that 
the  organ  should  actively  contract.  In  this  condition  of  mal- 
construction,  in  w"hich  the  internal  orifice  is  not  in  its  natural 
situation  as  the  lowest  part,  so  that  the  first  secreted  is  also 
the  first  evacuated,  imne  is  retained,  and,  if  it  decomposes,  it  is 
apt  to  cause  inflammation  of  the  bladder. 

Now,  I  mention  causes  of  retention  in  the  ureter,  and  these 
have  hitherto  been  very  much  neglected  by  practitioners. 
Pregnancy  has  long  been  known  to  occasionally  cause  obstruc- 
tion of  the  ureters ;  but  recently  many  observations  show  that 
this  obstruction  of  the  ureters  has  a  good  deal  more  to  do  with 
the  nervous  phenomena  of  pregnancy  and  even  with  urajmic 
eclampsia  than  we  have  hitherto  supposed.  This  obstruction 
is  most  likely  to  affect  the  right  ureter ;  and  the  reasons  for 
this  are,  almost  certainly,  the  two  following :  That  the  womb 
lies  to  the  right  side  in  about  75  per  cent,  of  women — right 
lateral  obliquity.  If  a  pregnant  woman  lies  on  her  back,  the 
womb  lies  generally  to  the  right  side,  and  naturally  presses 
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more  on  the  right  ureter  than  on  the  left.  If  slie  stands,  the 
uterus  has  still  this  right  obliquity,  and  the  pressure  is  jirobably 
very  much  the  same — at  least  in  primipane.  ]]ut  besides  this,  if 
you  remember  the  anatomical  ]3osition  of  the  passage  of  the 
right  ureter  over  the  brim  of  tlie  pelvis  you  will  understand 
why  it  should  specially  be  liable  to  pressure,  for  there  is,  from 
the  way  in  which  the  common  iliac  vessels  pass  down  in  front 
of  the  sacro-iliac  synchondrosis,  a  great  deal  more  prominence 
there  than  on  the  left  side,  and  consequently  the  ureter  is 
pushed  forwards  favourably  for  pressure  on  the  right  side, 
which  it  is  not  on  the  left. 

Besides  these  there  are  numerous  other  causes.  You  have 
procidentia  of  the  uterus  sometimes  producing  apparently 
"  a  kink  upon  the  lu-eter — not  compressing  ifc,  but  producing 
a  sharp  bend  in  it  which  stops  its  canal ;  a  kind  of  stoppage 
which  is  illustrated  frequently  in  cases  of  ovariotoniy,  the 
bowel  getting  an  adhesion  which  makes  a  sharp  turn  upon  it, 
so  acute  that  the  alimentary  mass  cannot  get  along.  Peritoneal 
bands  have  been  found  obstructing  the  ureter,  and  these  may 
be  produced  in  a  late  period  of  life ;  or  they  may,  along  with 
other  causes  of  congenital  deformity,  have  existed  for  a  long 
time  ;  and  there  is  a  great  mystery  about  these  cases  as  to  why 
the  symptoms  did  not  come  on  until  the  patient  had  grown  up, 
although  the  congenital  deformity  had  certainly  existed  for  a 
long  period.  Again  you  have,  what  I  have  described  in  a 
former  lecture,  inflammation  in  the  cellular  tissue  round  the 
ureters  at  the  side  of  the  womb,  producing  in  some  cases  a 
condition  that  is  called  chronic  parametritis  atrophicans,  and 
the  atrophy  leads  to  obstruction  of  the  ureter.  An  ovarian 
tumour  sometimes  produces  the  same  obstruction. 

Before  I  read  two  cases  of  this  kind — in  one  the  obstruction 
was  produced  by  cancer,  and  in  the  other  it  was  produced  by  a 
fibroid— I  will  give  you  another  example  of  the  vicious  circle. 
In  cases  of  diabetes  insipidus  the  m-eters  are  often  found 
dilated,  as  also  the  kidneys.  This  curious  circumstance  seems 
to  be  explained  by  some  recent  observations  which  ahnost 
prove  that  the  disease  known  as  wetting  of  the  bed  in  children 
is  the  cause  in  some  cases  of  dilatation  of  the  ureter  and  of  the 
kidney,  and  of  danger  and  even  death.    This  wetting  of  the 
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bed,  or  frequent  urination  in  cliildren  is  far  from  being  a 
complaint  to  be  considered  as  altogether  of  trifling  importance. 
In  these  cases  retention  in  the  m^eter  may  occur,  and  it  is 
explained  by  supposing  that  contraction  of  the  bladder  leads  to 
the  frequent  urination,  and  also  to  closure  of  the  vesical 
orifices  of  the  ureters,  produces  dilatation  of  them,  dilatation  of 
the  kidneys,  and  the  danger  of  death.  This  theory  will  also 
apply  to  diabetes  insipidus ;  and,  if  it  is  so,  you  have  another 
example  of  the  vicious  circle.  There  is  a  large  quantity  of 
urine,  which  leads  to  frequent  urination  :  frequent  urination 
leads  to  obstruction  of  the  ureters  at  then'  vesical  orifices  ;  and 
partial  obstruction  of  the  ureters  leads  to  excessive  secretion ; 
the  excessive  secretion  requires  frequent  emptying ;  the  frequent 
emptying  produces  obstruction  of  the  ureters ;  and  the  obstruc- 
tion of  the  ureters  leads  to  excessive  secretion, — and  so  on.  In 
congenital  extroversion  of  the  bladder  the  dilatation  of  the 
ureters  may  own  the  same  cause. 

I  now  come  to  two  extremely  interesting  cases  of  obstruction 
of  the  ureter,  the  first  of  which  Avas  caused  by  cancer.  In  this 
case  the  symptoms  of  retention  of  urine  were  present  before 
death,  but  they  were  masked  by  symptoms  of  acute  peritonitis, 
which  was  the  immediate  cause  of  death ;  and  it  is  not  an 
uncommon  cause  in  cases  of  cancer  of  the  womb. 

A.  E.,  aged  forty-one,  admitted  September  ii,  1879. 
Married  for  twenty  years ;  eight  children,  the  last  three  years 
and  a  half  ago ;  five  miscarriages,  the  last  seven  years  ago. 
Catamenia  began  at  thirteen,  and  had  been  regular  till  about 
twelve  months  ago,  when  they  became  profuse  and  long-con- 
tinued, leaving  an  interval  of  from  seven  to  fourteen  days.  Tor 
a  month  had  had  pain  in  hypogastrium  and  thighs.  Vomited 
her  food  generally.  Bowels  costive.  Micturition  had  been 
painful.  Had  not  passed  water  for  three  days,  except  half 
an  ounce  on  the  day  of  admission.  Bladder  empty.  Urine 
not  discharged  per  vaginam  :  but  there  was  a  moderate  amount 
of  bloody  discharge  always  going  on.  Temperature  A.M.  97° 
P.M.  98-4.  Upper  third  of  vagina,  cervix  uteri,  and  neighbour- 
hood  were  the  seat  of  dense,  irregular,  nodose,  fixed,  hardness, 
evidently  cancerous.  On  the  1 3th  she  had  for  fifteen  minutes 
what  was  described  as  a  fit  of  collapse  with  abdominal  pain ; 
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the  pulse  132  during  tlie  attack.  Temperature  A.M.  98'4°, 
P.M.  99'2°.  On  the  14th,  bladder  examined  in  consequence  of 
only  four  ounces  of  urine  having  been  passed  since  admission. 
It  was  found  empty,  of  natural  size,  not  tender.  Abdomen 
distended,  tender,  dull  on  percussion  up  to  half  way  between 
umbilicus  and  pubes.  Especial  complaint  of  pain  in  region  of 
right  kidney  and  ureter.  Pulse  1 1 4,  hard ;  temperature 
ioi-2°.  Twitchings  began  three  days  before  death,  in  the  feet, 
and  gradually  extended  over  the  body  and  increased  in  severity, 
went  on  till  five  p.m.,  when  she  died.  No  marked  contraction 
of  pupils.  During  her  stay  in  the  hospital  she  had  a  manner 
indicating  oppression  approaching  to  stupor,  which  gi-adually 
increased.    Post-mortem  examination  was  reported  as  follows  : 

 Body  well  nourished.    No  anasarca.    Eight  pleural  cavity 

contains  some  slightly  turbid  effusion  with  floating  shreds  of 
lymph,  of  which  there  is  also  some  deposit  on  the  lung.  Eight 
lung  contains  numerous  small  nodules  of  ^medullary  cancer. 
Left  pleura  and  lung  normal.    Heart  and  pericardium  normal. 
All  the  viscera  of  the  abdomen  are  coated  with  recent  lymph, 
and  the  peritoneum  is  injected.   Liver  of  normal  size  :  contains 
several  small  nodules  of  soft  cancer,  and  one  as  big  as  a  walnut, 
deep  in  the  substance  of  the  right  lobe.    Gall-bladder  normal ; 
spleen  normal.     Stomach  and  intestines  normal  internally. 
Mesenteric  glands  enlarged  and  soft.    The  upper  part  of  the 
vaoina  and  the  cervix  uteri  are  the  seat  of  ulcerated  medullary 
cancer     From  the  uterus  there  extends  backwards  and  tor- 
wards  a  quantity  of  thickened  dense  tissue  in  wliicli  both 
ureters  are  embedded,  compressed,  but  not  impervious.  Ureters 
above  this  much  dilated,  especially  the  left.   Kidneys  pale  with 
thin  cortex ;  surface  smooth ;  capsule  readily  detached ;  no 
amyloid  reaction.    Left  kidney  enlarged,  weighs  mne  ounces 
and  a  half;  two  pyramids  ulcerated,  but  not  cancerous  Eight 
kidney  weighs  live  ounces.     Supra-renal  capsules,  and  bladdei 
normal.    Left  ovary  natural :  right,  as  large  as  a  walnut,  and 

"  Thfnext'  case,  and  the  last  one  I  shall  read  to  you  to- 
day is  one  where  death  was  caused  by  the  very  rare  retention 
of  m-ine  produced  by  obstruction  of  both  ureters  by  a  fibrous 
tumour  of  the  uterus. 

A  s.%gcd  forty;  '""'-"^i 
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Had  a  large  uterine  fibroid  projecting  deeply  into  the  pelvic 
iDrini  and  fitting    it  tightly.    From  this  filjroid    she  had 
suffered  in  the  usual  way — pain,  chiefly  at  monthly  times, 
and  occasional  considerable  haimorrliagic  losses.    When  she 
came  into  the  hospital  she  had  a  new  complaint  of  pain  and 
tenderness  in  the  belly,  chiefly  at  the  sides,  and  especially  in 
the  right  flank,  and  the  pain  had  shootings  down  the  right 
thigh.      Micturition  painful;  urine  copious;  specific  gravity 
1003;  almost  colourless;  no  albumen.      When  it  became 
very  desirable  to  have  the  quantity  of  urine  measured,  it 
was  impossible  to  do  so  in  consequence  of  its  involuntary 
escape  into  the  bed  in  great  part.    The  abdomen  at  most 
j)rominent  part  measured  thirty-two  inches  in  circumference. 
The  uterine  cavity  measured  six  inches  and  a  half  in  length. 
A  herpetic  eruption  with  acute  inflammation,  covering  the 
l^erinreum  proper  and  the  posterior  parts  of  the  labia  majora, 
without  considerable  swelling,  appeared  a  week  before  death 
and  gradually  faded.     A  fortnight  before    death  she  was 
seized  with  uncontrollable  vomiting,  which  lasted  for  eight 
days.    Then  she  began  to  have  twitchings  of  all  the  body, 
which  never  ceased  for  many  minutes.      Twice  slie  had 
regular  convulsive  seizures.    Generally  she  was  quite  sensible, 
but   had  a  degree  of  stupor  which  increased  as  the  end 
approached.    The  state  of  the  pupils  had  not  been  noted  in 
the  record.    Inter  alia,  the  following  statements  are  civen 
ni  the  autopsy : — Eight  kidney  small,  wasted ;  capsule  comes 
off  with  ease,  leaving  surface  smooth,  pale,  mottled  with  a 
few   bloodvessels;  cortex  narrow,   white;    pyramids  pink; 
ureter  much  dilated  and  tortuous,  nearly  as  big  as  to  admit 
a  finger.     Left  kidney  and  ureter  same  as  the  right.  The 
two  weighed  eleven  ounces. 

In  retention  in  the  bladder  the  organ  becomes  dilated. 
Sometimes  the  urethra  becomes  dilated.  The  bladder  is  slow 
in  becoming  irritated,  l.mt  sometimes  it  becomes  inflamed, 
•...nd  even  gangrenous.  Tlien,  in  retention  in  the  bladder! 
the  ureters  become  dilated,  and  the  kidneys  become  injured 
and  what  is  called,  dilated  too.  In  cases  of  retention  in  the 
bladder  it  is  always  a  very  valuable  sign  to  have  the  urine 
evacuated  limpid  or  clear,  for  then  you  may  be  pretty  sure 
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tliat  the  Llaclder  has  not  been  mucli  injured ;  but  if,  when 
you  draw  off  the  urine,  you  find  that  it  is  like  porter,  dark, 
grumous,  mixed  with  a  little  blood,  then  you  may  be  very 
sure  that  a  serious  injury  of  the  structure  of  the  bladder  has 
taken  place. 

The  indications  of  replete  bladder  everybody  knows.  You 
feel  the  enlarged  organ  as  a  cyst  in  which  is  generally,  not 
fluctuation,  but  a  feeling  of  fluid.    The  case  is  made  quite 
clear  by  putting  in  a  catheter  and  emptying  it.    Often  there 
is  no  pain  connected  with  this  great  dilatation  of  the  bladder, 
and  generally  there  is  only  pain  at  the  early  stages  of  the 
dilatation.    This  is  well  illustrated  in  the  case  of  children 
who  have  been  retaining  their  urine  from  fear.    They  have 
pain  for  a  while,  but  soon  the  pain  passes  off,  and  the  deshe 
to  make  water,  while  the  bladder  is  getting  larger  and  larger. 
If  the  retention  is  further  continued  you  may  have  micturition, 
and  even  frequent  and  copious  micturition  :  then  the  retention 
is  incomplete;  and,  lastly,  you  have  the  urcemic  symptoms 
which  I  have  described  to  you. 

In  cases  where  the  retention  is  in  the  ureter,  how  are  you 
to  diagnose  ?    It  has  been  alleged  that  you  can  feel  the  dilated 
ureter?  I  have  never  been  able  to  do  so.    I  have  repeatedly 
tried,  and  I  remain  doubtful  if  it  ever  can  be  felt— certainly 
never  with  any  great  degree  of  assurance.    I  advise  you,  how- 
ever, in  a  case  in  which  you  suspect  retention  in  the  ureters,  to 
pay  a  great  deal  of  attention  to  pain  in  the  flanks.  Every 
case  I  have  seen  of  the  kind  has  complained  of  pain  m  the 
flanks  and  down  the  thighs ;  and  these  pains  without  xirxmic 
symptoms,  which  may  be  at  first  absent  or  very  sbght,  are, 
so  far  as  I  know,  your  only  guides.    There  may,  however,  be 
also  the  low  specific  gravity  of  the  urine,  and  perhaps  polyuria. 

Before  I  conclude  I  must  say  a  few  words  m  regard  to 
the  treatment  in  these  various  cases.  The  gi'eat  thing  is  to 
remove  the  cause,  and  therefore  I  need  say  very  little  on  most 
kinds  of  retention.  A  great  rule  in  hysterical  retentions  is 
oiot  to  draw  off  the  urine.  If  you  once  begin  to  do  so  you 
will  have  plenty  of  work  supplied  to  you.  I  do  not  mean 
to  say  that  in  no  case  are  you  to  draw  off  the  urine,  because 
the  bladder  may  become  so  distended  that,  if  jou  did  not  dm 
it  off-,  you  would  do  the  woman  serious   injury :  but  attti 
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drawing  it  off,  and  after  observing  that  the  bladder  lias  con- 
tracted, I  recommend  you  to  abstain  from  further  assisting  the 
woman.  Of  course  you  must  be  quite  sure  of  your  case — that 
it  is  an  hysterical  case:  and  here  the  importance  of  diagnosis 
is  immense.  It  would  be  a  dreadful  thing  to  do  a  woman  a 
serious  injury  through  having  mistaken  her  case  for  hysteria. 
The  way  of  treating  these  cases  was  w^ell  illustrated  in  an 
example,  which  I  had  not  long  ago  in  the  hospital,  of  a  woman 
who  had  been  the  torture  of  tlie  physicians  in  the  district 
from  their  being  sent  for  at  any  hour  of  night  or  day  to  draw 
off  urine.  She  \A'as  the  imUgee  of  all  the  Ladies  Bountiful  in 
the  neighbourhood,  so  that  the  doctors  were  afraid  to  treat  her 
heroically.  When  she  came  into  the  hospital  I  said  aloud  in 
her  presence  what  I  did  not  quite  mean — that  although  the 
bladder  burst,  the  urine  was  not  to  be  drawn  off.  It  never 
was  drawn  off  again.  She  made  her  water  regTilarly  after 
that,  and  went  home  cured,  very  much  against  her  will. 
Eepeated  catheterism  is  sometimes  required  in  cases  of  dilated 
bladder  in  consequence  of  its  large  size  and  imperfect  action  ; 
and  some  cases  of  irritable  bladder,  from  extreme  size,  are 
cured  by  repeated  emptying  by  a  catheter  and  allowing  the 
bladder  to  retract. 

There  is  a  curious  mystery  about  some  cases.  For  while 
the  cause  continues,  you  frequently  have  retention  for  only  a 
short  time.  While  the  cause  continues,  and  indeed  in  some 
cases  appears  to  be  getting  greater,  the  power  of  evacuating 
the  bladder  returns,  apparently  quite  capriciously. 

In  cases  of  retention  from  obstruction  of  the  ureter  the 
removal  of  the  cause  will  in  future  come  to  be  a  much  more 
important  matter  than  it  has  been  hitherto,  in  consequence 
of  the  circumstance  that  the  danger  has  not  been  recognised, 
or  very  seldom  recognised ;  and  the  danger  of  obstruction  of 
the  ureter  is  very  considerable.  For  instance,  in  a  case  of 
uterine  fibroid  producing  nervous  symptoms  you  can  easily 
.judge  that  the  urgency  of  removing  the  cause  may  be  very 
great.  ^  In  the  case  I  have  read  to  you  I  do  not  think  any 
operation  would  have  been  successful ;  yet,  if  we  had  fully 
appreciated  the  cause  of  the  symptoms  we  should  have  been 
urged  to  an  operation  much  more  strongly  than  we  actually 
were  in  tluit  case — the  operation  of  hysterectomy. 


LECTUEE  XII. 


ON  EETENTION  OF  PiECES. 


Incontinence  of  fteces,  even  when  it  is  the  result  of  mere 
physical  disability,  as  in  a  case  where  a  woman  has  got  the 
perineeum  and  sphincter  ani  torn  through  in  labour,  is  a 
disease  of  importance,  not  only  because  the  fseces  pass  in- 
voluntarily, but  because  this  imperfection  induces  diarrho?a 
and  depravation  of  the  general  health. 

There  are  many  kinds  of  retention  of  faeces,  to  which  I 
shall  not  allude  to-day,  such  as  are  produced  by  intussuscep- 
tion, by  enteritis  paralysing  the  bowel,  by  strangulation. 
In  these  cases,  as  you  know,  there  is  not  only  retention  of 
fteces,  but  often  also  regurgitation  of  faeces,  or  reflux.  The 
fteces  in  all  of  these  diseases  frequently  come  to  be  ejected 
by  the  mouth,  implying  a  very  long  course  of  reflux.  This 
reflux  of  fffices  so  as  to  come  to  be  ejected  by  the  mouth  is 
not  a  characteristic  phenomenon  (far  from  it)  of  the  kmds 
of  retention  of  fteces  that  I  propose  to  consider  to-day,  and 
which  have  been  iUustrated,  almost  all  of  them,  in  "  Martha  " 
recently.  On  the  other  hand,  the  whole  of  the  ftxjces  may 
be  passed  by  the  mouth,  even  for  forty  years,  as  in  a  case  of 
anal  atresia  recorded  by  Bartholin. 

Constipation  is,  essentially,  slow  progress  of  the  fteculeat 
mass  from  the  crecum  on  to  the  anus.  Constipation,  with 
slow  progress,  does  not  imply  gradual  and  evei-mcreasmg 
accumulation.  Accumulation  of  freces,  of  which  I  will  give 
you  a  good  example  to-day,  does  imply  retention,  of  course, 
there  are  many  cases  of  retention  of  faeces  without 
accumulation.  When  you  have  constipation  with  ever- 
increasino-  accumulation  of  fasces,  the  faeces  become  hard 
and  dry  In  many  of  these  cases  a  natural  cure  comes  every 
few  days,  or  every  few  weeks,  in  the  form  of  an  attack  of 
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cUarrhoea:  the  patient  tells  you  that  her  bowels  are  always  jj 
either  very  constipated  or  very  loose— implying  by  looseness 
rather  frequency  of  motions  than  thinness   or  liquidity  of 
the  stools.    How  long  the  fteces  take  to  pass  from  cxeum  to 
anus  is  a  subject  that  I  do  not  intend  to  enter  upon  to-day  ; 
but  when  they  pass  too  slowly  and  accumulate,  they  may  lie 
in  any  part  of  the  great  gut.    The  most  frequent  seat  of 
accumulation  is  the  rectum  and  sigmoid  flexxu-e  ;  but  you  have 
cases  of  enormous  accumidation  taking  place  when  the  sigmoid 
flexure  and  the  rectum  are  emptied  regularly  by  cathartics  or 
by  enemata.    In  some  rare  cases  of  this  kind,  where,  when  the 
case  comes  to  a  happy  termination,  a  potful   of   fseces  is 
evacuated,  you  may,  before  the  evacuation,  feel  the  accumula- 
tion, as  I  have  already  said,  in  any  part  of  the  course  of  the 
colon.     I  have  seen  enormous  masses  of  this  kind,  which 
were  for  a  time  suspected  to  be  malignant  masses,  in  the 
right  flank :  and  the  worst  case  I  have  ever  seen  presented 
the  accumulation  in  the  epigastric  region — that  is  to  say, 
before  the  crisis  came  of  the  evacuation  of  tiie  bowel — an 
immense  accumulation  of  fteces  could  be  felt,  forming  a  hard 
tumour  in  tlie  region  of  the  stomach.    I  shall  now  read  to  you 
a  case  illustrating  a  common  form  of   accumulation  which 
implies  retention  of  fteces.    It  is  a  good  example,  but  far 
worse  cases  are  on  record,  and  I  have  seen   many  worse 
cases.    Indeed,  cases  are  recorded — though  I  do  not  ask  you 
to  believe  them  implicitly — where  a  woman  only  deftecated 
four  times  a  year,  every  three  months.    The  case  which  I 
ain  about  to  read  is  in  "  Martha,"  on  account  of  phlegmasia 
dolens  of  a  peculiar  kind.    On  palpating  her  belly,  we  can 
perceive — and  this  a  well-educated  hand  can  do  in  a  great 
many  instances — a  peculiar  pultaceous  fulness   of   the  ab- 
domen, without  resonance,  or  with  very  limited  resonance. 
This  condition  led  us  to  iuquire  into  the  state  of  this  woman's 
bowels,  and  I  will  read  you  the  particulars  in  this  respect  of 
her  case. 

L.  B.,  aged  thirty-three ;  married  for  nine  years ;  seven 
cliildren ;  no  miscarriage.  Last  child  born  six  weeks  ago  in 
an  easy  labour ;  has  never  been  well  since,  and  phlegmasia 
dolens  of  left  leg  began  about  a  fornight  after  delivery.  Now 
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I^ier  symptoms  indicate  tlie  probaUe  existence  of  abscess  in  the 
thigh,  but  locally  no  distinct  sign  of  it  can  be  discovered  in 
the  swollen  limb.  During  the  first  fortnight  after  confinement 
the'  bowels  were  opened  once  or  twice,  and  for  four  weeks 
previous  to  admission  they  were  not  opened  at  all.  ATjdomen 
presents  little  tumefaction  ;  no  tympanites,  but  some  resonance 
everywliere ;  has  a  doughy,  pultaceons,  feeling.  Castor  oil  and 
turpentine  were  administered  four  nights  in  succession,  pro- 
ducing three  or  four  large  evacuations  (not  diarrhoea-like)  daily. 
The  first  three  e^'acuations  were  very  large  and  hard,  the  rest 
more  nearly  liquid.  Tlie  abdomen  has  become  softer  and  more 
resonant  on  percussion,  and  the  woman  feels  better.  The  leg 
remains  much  swollen  from  hip  to  foot. 

That  is  an  example  of  a  very  common  disease — constipation 
with  accumulation  of  retained  fa?ces. 

I  come  now  to  mention  a  kind  of  retention  which  is  the 
very  opposite  of  this  :  retention  in  the  rectum  of  little  bits  of 
faeces.  These  little  bits  may  not  be  scybala.  The  rectum,  on 
examination,  in  cases  of  this  kind,  is  found  not  to  be  a  tube  of 
moderate  and  nearly  uniform  dimensions,  but  a  semi-paralysed 
tube,  dilated  and  pouched,  and  probably  sub-acutely  inflamed 
or  irritable.  In  this  kind  of  rectum  the  bearing- down  pressure 
does  not  empty  the  bowel  completely,  and  little  bits  are  left, 
which  may  give  rise  to  intense  annoyance.  A  case  of  this 
irritation  I  saw  a  few  days  ago.  This  lady  came  to  me  in 
Edinburgh  twice,  years  ago,  with  the  same  affection ;  and 
seeing  her  again  on  another  matter,  I  asked  how  the  rectum 
trouble  was,  and  she  told  me  that  the  diseased  condition,  which 
I  am  about  to  describe,  remained  exactly  as  before.  Now,  this 
woman,  after  the  evacuation  of  the  bowels,  which  she  efi'ects  by 
an  aloetic  purgative,  has  to  use,  and  always  does  use,  an  enema 
to  wash  out  the  pouched  semi-paralysed  bowel.  If  she  does 
not  use  an  enema,  or  if  the  enema  does  not  succeed,  she  has 
irritation,  far  worse  than  ticlding,  which  she  cannot  forget,  and 
which  prevents  her  from  sleeping.  I  have  said,  if  the  enema 
does  not  succeed  ;  "  and  in  her  it  generally  does  not  succeed, 
and  then  she  has  to  put  in  her  finger  and  get  hold  of  the  very 
little  bit  or  bits,  and  pull  it  or  them  out.  Until  she  does  this 
she  can  get  no  rest.    This  condition,  although  not  alarming  or 
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<langeroiis  to  life,  is  extremely  important  on  account  of  the 
annoyance  it  causes. 

A -semi-paralysed  pouched  rectum  is  in  potential  dimensions 
equal  to  the  whole  pelvis.  It  is  necessarily  an  inactive  rectum, 
and  the  feces  are  often  accumulated  in  it,  and  very  difficult  to 
get  out.  In  such  cases  it  frequently  happens  that  no  kmd  of 
purgative  is  efficient,  and  the  howel  must  be  washed  out  by  an 
enema.  This  washing  out  by  an  enema  consists  chiefly  in  dis- 
solving the  fffices  and  in  filliDg  the  rectum  with  a  fluid  which 
carries  away  the  broken-down  faeces  in  its  gush  through  the 
anus  when  the  woman  goes  to  stool.  This  enema  does  not 
produce  contraction  of  the  rectum,  but  it  acts  in  the  mechanical 
way  I  have  described  to  you.  In  cases  of  this  kind  sometimes 
the  enema  does  not  succeed,  and  I  have  known  several  women 
— generally  women  exhausted  by  excessive  child-bearing,  who 
had  long  suffered  from  this  condition — who  had  to  dig  out  with 
their  finders  the  faeces  from  the  rectum :  not  a  little  bit  left, 
which  irritated  the  rectum,  but  the  mass  of  fasces,  the  whole 
stool. 

There  is  a  kind  of  this  pouching  which  is  peculiar  to  women, 
and  which  requires  a  special  description — it  occurs  in  women 
who  have  vaginal  rectocele.  Now,  this  limited  pouching,  in 
cases  of  vaginal  rectocele,  is  often  a  cause  of  extreme  annoyance 
to  a  woman.  The  ftecal  mass  is  projected  into  the  pouch  of 
the  vaginal  rectocele.  It  does  not  make  the  turn  downwards 
as  it  ought  to  do,  in  order  to  emerge  at  the  anus,  but  passes 
forwards,  and  with  the  rectocele  pushes  through  tlie  os  vaginse. 
If  a  woman  has  no  disease  but  this  vaginal  rectocele  she  can 
be  guided  how  to  assist  herself.  Many  women  find  out  soon 
enough  how  to  assist  themselves.  When  the  act  of  deftecation 
is  going  on  they  press  firmly  against  the  orifice  of  the  vagina, 
and  push  back  this  pouch  so  as  to  restore  the  proper  shape  to 
the  rectum,  and  then  the  fasces  are  evacuated  naturally  in  other 
respects. 

Retention  of  fasces  is  sometimes  caused  by  congenital  smaU- 
ness  of  the  anus.  The  only  congenital  case  of  this  kind  in  an 
adult  that  I  have  seen  i^resented  a  valve-like  obstruction  about 
half  an  inch  within  the  external  orifice.  The  woman  had 
borne  children,  and  how  this,  which  was  evidently  congenital. 
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had  only  at  a  late  period  of  life  come  to  be  a  formidable 
obstruction  to  tlie  passage  of  faices,  causing  retention,  it  is 
difficult  to  explain.  I  mentioned  to  you  in  a  former  lecture 
similar  remarkable  delays  of  the  evil  results  of  congenital 
urinary  obstruction. 

The  most  common  cause  of  retention  from  smallness  of  the 
anus  is  a  too  thorough  or  an  unfortunate  operation  for  piles. 
Cases  of  this  kind  are  not  very  rare,  where  the  anus  gets  too 
much  closed,  generally  by  tlie  contraction  of  the  cicatrix,  so 
that  the  woman  cannot  effectually  deftccate.  In  some  cases 
the  evil  is  temporary,  and  arises  from  spasm  of  the  sphincter. 

Now  I  come  to  another  kind  of  retention  which  introduces 
the  word  scybalum.    A  scybalum  is  a  rounded  or  oval  mass  of 
f feces,  of  larger  or  smaller  dimensions,  the  size  of  a  hazel-nut 
or  of  a  hen's  egg,  or  even  larger,  which  has  been  long  retained, 
become  partly  decolorized,  hardened  (especially  on  its  surface), 
and  which  is  sometimes  encrusted  with  salts  of  lime,  producing 
a  rough  shell  somewhat  resembling  that  of  a  hen's  egg.  Such 
scybala  may  be  found  in  any  part  of  the  great  gut.     They  are 
not  always  the  cause  of  retention  of  faeces.    The  further  up 
the  gut  they  occur,  the  more  likely  they  are  to  meet  with 
fgeces  which  are  fluid  enough  to  pass  easily  by  their  sides,  and 
then  they  do  little  harm.    A  case  occurred  in  my  practice,  not 
long  ago,  of  a  woman  dying  slowly  from  malignant  disease  of 
the  peritoneum.    She  was  examined  by  myself  and  several 
physicians,  wlio  correctly  diagnosed  the  disease,  but  incorrectly 
diagnosed  two  egg-like  tumours  which  were  for  many  months 
felt°  in  the  belly  floating  in  the  hydro -peritoneum  which  was 
one  of  the  indicatious  of  lier  disease.    These  were  supposed  to 
be  malignant  masses.    After  death  they  were  found  to  be 
scybala  in  the  transverse  colon,  which  were  causing  no  irrita- 
tion,  and  apparently  giving  the  woman  no  trouble.  The 
mistake,  you  see,  was  one  of  very  little  importance,  but  it  is 
well  to  call  attention  to  it,  because  under  other  circumstances 
the  mistake  might  have  been  of  the  greatest  importance.  If 
we  had  depended  on  these  scybala  as  evidence  of  malignant 
disease,  we  should  have  been  misled.  _  _ 

When  a  scybalum  is  low  down,  especially  if  it  is  m  the 
rectum,  the  faeces  are  very  likely  to  be  obstructed  and  retained. 
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In  this  case  yon  not  only  have  retention  of  a  scybaliim,  but 
you  have  retention  Ixj  a  scybalum.  Then  the  woman's  only 
chance  of  having  her  bowels  evacuated,  if  the  scybalum 
persists,  is  in  the  motion  being  fluid  and  passing  by  the^  side  of 
the  scybalum.  A  scybalum  in  the  rectum,  obstructing  the 
f£eces  in  this  way,  is  often  called  a  scybalum  acting  like  a  ball- 
valve;  but  the  fluid  fteces  do  get  past  it.  Semi-solid  faeces 
are  undoubtedly  often  obstructed  by  it ;  but  it  is  only  when 
the  faces  are  nearly  solid  that  it  produces  ulterior  consequences. 
It  may  permit  passage  of  fluid  fsBces  copiously,  and  yet  be 
causing  retention  of  the  nearly  solid  ffeces. 

It  is  in  this  retention  of  faces  by  a  rectal  scybalum  that 
you  have  the  best  example  of  the  disease  that  we  are  con- 
sidering to-day.  A  woman  having  any  form  of  retention  of 
freces  may  be  truly  described,  in  many  cases,  as  being  con- 
stantly purged ;  and  in  this  way  the  practitioner  is  put  off  his 
guard.  A  woman  having  the  greatest  and  most  dangerous 
retention  of  faeces  may  be  incessantly  defiecating,  and  even  in 
very  fair  quantity,  and  even  nearly  solid  faeces,  as  one  of  my 
cases  for  this  day  demonstrates.  You  can  see  very  strong 
analogy  between  this  and  the  retention  of  urine  in  the  bladder, 
which  I  was  speaking  of  in  my  last  lecture.  In  that  disease 
a  woman  may  pass  urine  frequently,  and  in  large  quantities ; 
and  yet  there  is  retention.  So  it  may  be  in  the  case  of  reten- 
tion of  faces.  In  a  case  of  retention  of  fo3ces  by  a  scybalu.ni 
in  the  rectum,  the  accumulation  takes  place  first  in  the  rectum, 
and  it  produces  at  last  a  tumour,  which  can  be  felt  gradually 
forming  in  the  left  iliac  region.  This  tumour  presents  little, 
or  even  no,  resonance,  is  densely  hard ;  and  I  have  seen  it 
repeatedly  taken  for  malignant  disease.  I  will  describe  to  you 
the  features  of  a  case  of  this  kind  from  the  last  example  of  ifc 
which  came  under  my  own  observation.  I  was  asked  to  go  to 
the  country,  as  a  mere  form,  to  see  a  lady  who  was  dying  from 
malignant  disease  of  her  rectum.  She  was  described  as  being 
so  far  advanced  in  the  disease  that  the  malignant  tumour  could 
be  felt  in  the  left  iliac  region.  Her  torments  with  pain  and 
tenesmus  were  agonizing.  She  was  seldom  off  the  cliamber-pot, 
passing  thin  yellow  faces.  This  was  simply  a  case  of  accu- 
mulated faces  by  a  scybalum  in  the  rectum.    AVith  my  fingers 
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I  dug  out  of  her  a  very  large  potful  of  decolorized  fteces  of  a 
disgusting  odour — not  tlie  ordinary  frcculent  odour  ;  and  the 
tumour  disappeared  and  tlie  woman  was  cured.  Now,  you  can 
easily  understand  how  natural  it  was  to  fall  into  the  mistake 
that  I  have  described ;  and  a  case,  which  I  shall  presently  read 
to  you,  will  further  impress  on  you  the  danger  of  judging  that 
there  is  no  retention  because  a  woman  is  deftecating,  even 
frequently.  This  has  a  very  important  practical  bearing  not 
only  on  tlie  diagnosis  and  treatment  generally,  but  it  has  a 
very  important  practical  bearing  on  the  question  of  colotomy. 
You  are  not  to  suppose  that  colotomy  is  necessarily  excluded 
from  consideration  because  the  fa;ces  are  passing.  The  retention 
of  freces  may  be  going  on  to  a  dangerous  and  even  fatal 
amount,  although  fEeces  are  passing ;  and  colotomy  may  be 
imperatively  demanded. 

I  will  illustrate  this  subject  by  several  examples  of  retention 
of  faeces.    For  instance,  pregnancy  leads  in  the  early  stages 
frequently  to   ordinary  constipation,  the  sluggish  action  of 
bowels.    But  if  you  watch  your  cases  of  natural  delivery,  you 
will  frequently  find  in  the  extraordinary  amount,  and  in  the 
character  of  the  evacuations,  after  a  natural  delivery,  evidence 
that  the  advanced  pregnancy  had  produced  retention  of  feeces, 
even  when  the  bowels  were  truly  described  as  moving  regularly. 
That  is  not  at  all  an  uncommon  thing.    We  had  a  case  of 
a  rare    condition   in  "Martha"   only   a  few  Aveelcs  ago. 
where  a  retro  verted  gravid  uterus  produced  obstruction  of  the 
bowels  with  retention  of  faeces  and  without  retention  of  urine. 
A  fibrous  tumour  of  the  uterus,  an  ovarian  tumour,  both 
occasionally  cause,  by  mechanical  obstruction,  very  dangerous 
and  sometimes  fatal  retention  of  fteces.    Adhesions  sometimes 
do  the  same.    Another  common  cause  of  retention  of  faeces  is 
stricture  produced  by  simple  inflammatory  disease,  or  by  lupus 
(and  of  this  we  had  an  example  in  "Martha"  about  a  fortnight 
ago),  or  by  cancer.    The  inflammatory  disease  is  generally 
parametric  and  the  contraction  as  high  as  the  finger  can  reach. 
We  have  had  a  case  where  the  coats  of  the  bowel  itself  also 
were  indurated,  and  for  a  time  excited  suspicion  of  cancer. 
Cancer  of  the  rectum  is  the  commonest  cause  of  stricture.  We 
have  had  several  examples  of  this  in  "Martina,"  and  I  shall 
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read  one  of  them  to  you :— A.  G.,  aged  tliirty-tliree,  has  "been 
married  fourteen  years  and  a  lialf ;  one  child  thirteen  years  and 
a  half  ago  ;  no  miscarriage.  During  the  last  ten  months  has 
had  almost  constant  blood-stained  discharge  from  vagina, 
sometimes  profuse  and  bloody.  Complains  of  pain  in  lower 
belly,  which  is  accompanied  by  desire  to  go  to  stool.  This 
pain  comes  frequently,  especially  at  night,  Avhen  she  has  to 
get  out  of  bed  several  times.  After  straining  and  passing  a 
little  fieces,  the  pain  goes  oif.  Tor  three  years  has  had  a 
purulent,  not  bloody,  discharge  from  the  rectum.  When  she 
takes  an  aperient  some  pultaceous  froces  are  expelled,  ribbon- 
like in  shape,  and  smeared  with  muco-pus.  Occasionally  has 
had  retention  of  urine,  requiring  the  use  of  the  catheter.  The 
belly  has  a  distinctly  doughy,  pultaceous,  feeling,  with  some 
resonance  everywhere,  and  no  tympanitic  sound.  The  cervix 
uteri  is  much  enlarged ;  admits  finger  deeply,  and  is  nearly 
filled  by  a  hard  nodule,  all  plainly  cancerous.  Vagina  contains 
a  thin  foetid  discliarge.  The  rectum  admits  the  finger,  but  no 
more ;  and  it  can  be  passed  for  an  inch  through  a  tube  which 
gradually  gets  narrower  so  as  to  prevent  further  progress.  The 
most  contracted  part  receives  the  tip  of  the  finger.  After 
staying  twelve  days  in  hospital  she  was  discharged  with  a 
recommendation  to  return  for  colotomy. 

This  case  was  peculiarly  interesting  to  us  because  the  great 
symptom  the  woman  complained  of  was  griping  pain  seated  in 
her  sigmoid  flexure — the  pain  of  the  bowel  making  violent 
efforts  to  evacuate  itself,  not  tenesmus.  We  tried  to  relieve  this 
woman  in  various  ways,  but  failed.  Colotomy  was  recom- 
mended to  her,  but  she  preferred  to  go  out  of  the  hospital,  at 
least  for  a  time.  What  became  of  her  I  do  not  know.  She 
has  not  returned. 

The  next  case  that  I  shall  read  to  you  is  a  still  more  in- 
teresting one.  In  this  case  the  Ijowel  was  ruptiired  probably 
in  consequence  of  distension.  The  patient  died  of  peritonitis 
(as  you  will  see)  which  lasted  for  two  days.  There  was  no 
stricture,  but  the  obstruction  was  caused  by  cancerous  degene- 
ration of  the  wall  of  the  dilated  tube  of  the  bowel  for  a  great 
length.  The  cause  of  obstruction  in  this  case  was  the  same 
as  is  believed  to  be  the  cause  of  obstruction  in  enteritis.  A 
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considerable  part  of  the  bowel  does  not  act  ;  tlie  ficceg  accu- 
mulate in  it,  and  are  only  propelled  slowly  by  the  vis  d  icrc/o, 
or  not  propelled  at  all.  In  the  case  that  I  am  about  to  read 
to  you  the  fteces  were  propelled,  but  inefficiently  and  too  slowly, 
and  although  the  patient  was,  as  you  will  observe,  defecating 
frequently,  and,  to  the  eye  of  an  intelligent  nurse,  defalcating 
copiously,  the  fasces  were  retained  in  an  extraordinary  manner, 
and  no  doubt  helped  to  produce  the  fatal  result,  at  the  time  it 
occurred,  from  peritonitis.  Turther,  in  this  case  the  lump  in 
the  left  hypogastric  region  was  mainly  a  lump  of  faeces — 
that  is  to  say,  the  bowel  distended  by  hard  faeces.  It  was  cor- 
rectly diagnosed  as  a  case  of  malignant  disease  in  the  left  pelvic 
and  iliac  region ;  but  it  was  not  ascertained,  and  I  know  no 
means  by  which  it  could  have  been  ascertained,  that  the  lump 
consisted  chiefly  of  faeces.  We  suspected  it,  but  we  had  no 
means  of  getting  further  : — 

E.  W.,  aged  twenty-five,  unmarried.    Menses  began  at 
seventeen,  and  have  been  regular  till  two  months  ago,  since 
which  time  they  have  not  appeared.    Four  months  ago  began 
to  have  painful  and  difdcult  defecation.    This  has  gradually 
become  worse^  and  for  some  weeks  the  pain  of  defecation  has 
been  agonizing  and  followed  by  faintness.    For  a  month 
walking  has  been  difficult,  and  latterly  almost  impossible,  from 
the  hypogastric  pain  it  produces.    Micturition  is  accompanied 
by  shooting  pains.    A  fortnight  before  admission  she  felt  a 
lump  in  the  left  iliac  region,  which  has  increased  in  size  and 
become  the  seat  of  pain.  Bowels  act,  not  scantily,  twice  daily. 
Urine  natural.    Is  losing  flesh.    The  belly  appears  natural 
on  inspection,  but  on  palpation  a  rounded  hard  swelling  is  felt, 
rising  from  the  whole  length  of  left  Poupart's  ligament.  It 
is  dull  on  percussion,  sensitive  to  touch,  quite  fixed,  and 
reaches    as   high  as   half-way    to    the  umbilicus.  The 
tumour  is  felt  to  extend  to  the  right,  beyond  the  region  of 
dulness,  as  far  as  the  right  pubic  bone.    The  cervix  uteri  is 
on  the  right  side  of  the  pelvic  excavation,  and  about  an  inch 
above  the  ischio-pubic  junction.    It  is  indurated,  and  is  in  the 
midst  of  a  dense,  sensitive,  hardness,  which  fixes  it.  Probe 
passes  into  uterus  nearly  in  natural  direction  for  two  inches 
and  a  quarter.    She  was  ordered  to  be  well  fed,  and  to  have 
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lier  pains  assuaged  by  niorpliia.  The  bowels  continued  to  act 
freely,  twice,  and  sometimes  oftener,  daily  ;  feces  hard,  and 
dark  in  colour.  On  the  fifteenth  day  after  admission  she 
became  suddenly  Avorse,  with  symptoms  of  peritonitis  including 
vomiting  of  foetid  green  acid  fluid  in  large  quantity,  and  she 
•died  two  days  after  this  aggravation  of  her  condition.  The 
post-mortem  examination,  made  twelve  hours  after  death,  is 
reported  as  follows  : — Abdomen  alone  allowed  to  be  opened. 
Peritoneal  cavity  contains  foetid  gas,  and  a  large  amount  of  foetid, 
brown,  semi-purulent  fluid.  The  great  omentum  adheres 
behind  the  whole  length  of  left  Poupart's  ligament  and  to  the 
subjacent  bowels  in  this  region.  The  small  intestines, 
moderately  distended  with  flatus,  are  red,  adhere  to  one 
another,  and  are  in  parts  covered  with  flaky  lymph.  The 
whole  colon  and  rectum  from  cEecum  to  anus  are  distended  by 
a  hard,  solid,  continuous,  column  of  fteces,  about  the  thickness 
of  the  forearm,  greenish- black  in  colour,  and  of  the  consistence 
of  putty,  that  is,  nearly  solid.  There  is  no  strictural  obstruc- 
tion to  the  progress  of  the  fseces.  The  pelvic  organs  and  the 
superjacent  intestines  to  the  left  cohere  in  one  mass.  Malig- 
nant growth  occupies  the  mesentery,  which  is  about  half  an  inch 
thick ;  also  the  walls  of  the  sigmoid  flexure  and  rectum,  which 
are  thickened  to  a  varying  extent — about  one-third  of  an  inch 
in  some  places.  The  bladder  and  uterus  are  not  affected,  so 
far  as  the  eye  unaided  can  judge.  To  the  left  of  the  uterus 
is  a  soft  fibrous  mass  about  the  size  of  a  small  lieii  s-egg,  being 
the  left  ovary  containmg  a  cyst  filled  with  about  a  drachm  of 
green  pus.  The  right  ovary  cannot  be  discovered.  The  seat 
of  rupture  of  the  bowel  cannot  be  made  out,  the  intestines 
having  given  way  in  several  places  during  the  dissection. 

You  observe,  then,  that  constipation  is  not  a  necessary 
symptom  of  retention  of  faeces  ;  and  that,  although  retention  of 
freces  implies  a  certain  kind  of  constipation,  there  may  appear 
to  be  copious  evacuations,  while  retention  is  going  on. 

Pietention  with  accumulation  is  diagnosed  by  feeling  scybala, 
or  by  feeling  the  bowel  distended  by  a  mass  which  takes 
impressions,  like  dough.  Sometimes  the  hardness  is  so  great, 
and  the  pain  produced  by  pressure  so  great,  that  this  doughy 
character  cannot  be  made  out.    When  a  woman  suffers  in  this 
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way  from  great  retention  of  fteces,  the  helly  is  generally  not 
tympanitic  in  any  part.    In  the  last  case  I  read  to  you,  the 
tympanites  of  the  small  intestines  prevented  us  feeling  the 
immense  column  of  fcoces  which  otherwise  we  should  have 
made  out.    Often  there  is  no  tympanites,  hut  simply  the 
pultaceons  condition  of  the  abdomen,  with  slight  resonance  all 
over.    Then,  as  in  one  of  the  cases  I  have  read  to  you,  there 
is  sometimes  intense  griping,  and  if  the  rectum  is  irritated  you 
may  have  tenesmus.    In  cases  of  this  kind  the  whole  body 
sometimes  is  infected  by  the  foetid  mass.    The  countenance  is 
dull,  the  face  sallow,  and  you  may  smell  the  breath  distinctly 
fseculent.    The  retention  of  fteces,  however,  seems,  so  far  as  I 
have  observed,  to  produce  no  very  grave  symptoms  except 
what  are  mechanical.    Sometimes,  but  rarely,  there  is  fsecal 
vomiting.    I  have  read  several  accounts  of  grave  symptoms 
produced  by  retention  of  fteces — even  disorder  of  mind,  and 
lately  I  read  an  account  of  delirium  produced  by  constipation 
— but  I  can  at  present  only  express  my  very  great  doubts  of 
the  accuracy  of  these  observations.    I  think  there  was  a 
failure  to  make  out  the  distinction  between  a  mere  concurrence 
of  phenomena  and  a  consequence  of  phenomena. 

The  treatment  of  cases  of  this  kind  scarcely  requires 
description.    In  common  constipation  you  know  the  favourite 
purgatives  are  aloes  and  castor  oil  and  turpentine,  and  such 
like!    In  cases  of  infarction  of  fteces,  where  you  can  reach  the 
fseces  you  remove  them,  and  you  are  recommended  to  remove 
them  by  a  spoon  or  a  lithotomist's  scoop ;  but  so  far  as  my 
experience  goes,  this  is  a  very  useless  instrument;  and, 
although  it  may  be  disagreeable  for  the  practitioner,  I  recom- 
mend him  to  use  his  fingers  as  infinitely  more  efficacious  than 
any  scoop  or  spoon-handle.    When  the  mass  of  fences  is 
hicrher  up,  I  have  tried  what  is  called  massage— pressure, 
aentle  kneading  of  the  bowels,  to  try  to  produce  action,  and  to 
produce  a  change  of  the  shape  of  the  fseculent  mass— but  I 
have  not  been  able  to  assure  myself  that  this  treatment  has 
done  decided  good.    Enemata  are  of  very  great  service.  The 
most  valuable  in  cases  of  this  kind  is  that  of  turpentine  _ 

Lastly  in  some  cases  of  this  kind,  such  as  cases  of  stricture 
of  the  rectum,  which  cannot  be  removed,  or  cases  of  paralysis 
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of  the  rectiim,  hj  malignant  infiltration,  as  in  the  last  one  I 
read  to  yon,  you  must  consider  the  advisability  of  resorting  to 
colotomy.  It  has  been  done  in  obstruction  by  a  fibroid. 
Colotomy  is  intended  to  allow  the  stool  to  pass  before  it 
reaches  the  disease  which  causes  the  retention ;  and  in  many 
cases  it  is  perfectly  successful.  It  allows  the  faeces  to  be 
passed  through  the  loin  in  a  manner  causing  great  inconveni- 
ence to  the  patient,  but  in  a  manner  that  yet  can  truly  be 
described  as  perfectly  successful.  Of  course  if  the  disease  is 
malignant,  or  otherwise  a  fatal  disease,  you  only  get  temporary 
relief ;  but  tliat  is  a  matter  of  very  great  moment.  In  the 
second  case  that  I  read  to  you  the  woman's  sufferings  were 
almost  entirely  dependent  upon  the  griping  jDains  in  the 
sigmoid  flexure  which  came  on  before  a  little  faeces  came  away. 
Surely  it  would  have  been  very  well  worth  while  for  the 
woman  to  have  had  colotomy  performed,  to  relieve  her  of  this 
great  suffering  which  she  had  night  and  day,  and  to  allow  her 
to  have  the  few  months  which  she  had  to  live  passed  in 
comparative  peace. 

The  last  thing  that  I  will  say  about  colotomy  is  this  : — 
Passage  of  fjeces,  as  it  is  not  a  sign  that  fseces  are  not  retained, 
is  also  not  a  sign  which  excludes  colotomy.  Colotomy 
may  be  called  for,  as  the  cases  I  have  read  to  you  exemplify, 
even  although  there  may  appear  to  be  pretty  copious  and 
regular  evacuation  of  fseces.  It  may  be  too  long  delayed,  the 
infarction  being  too  great  to  be  remedied  by  the  operation. 

Before  concluding,  let  me  merely  mention  an  important  and 
very  disastrous  set  of  cases  in  which  there  is  extravasation  of 
faeces  as  well  as  retention.  I  do  not  allude  to  ordinary  ftecal 
abscesses,  whether  connected  with  strangulation  of  intestine  or 
not.  Then  there  is  extravasation  ;  but  such  cases  appeal  to 
the  surgeon  rather  than  to  the  gynaecologist.  When  an 
ovarian  dropsy,  or  any  such  cyst,  bursts  into  the  bowel,  it 
sometimes  happens  that  f^ces  regurgitate  into  the  cyst,  gene- 
rally along  with  foetid  air,  and  inflammation  of  the  cyst  is  set 
up,  with  fever  and  saprremic  symptoms.  Such  cases  generally, 
but  probably  not  always,  prove  fatal.  I  have  known  life 
prolonged  for  many  months  after  the  accident.  A  similar 
occurrence  in  every  respect  sometimes  happens  in  the  case  of  a 
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perimetric  or  of  a  parametric  abscess.  In  one  such  case 
under  my  olDservation  the  cavity  of  the  abscess  had  a  large 
opening  into  the  rectum,  and  it  got  alternately  filled  with 
fseces  and  air,  and  emptied.  It  could  be  felt  easily  through 
the  hypogastrium,  and  its  varying  conditions,  as  to  repletion 
:and  as  to  resonance,  raised  some  puzzling  questions,  which 
were  solved  by  dissection  after  death. 


LECTUEE  XIII. 


ON  EETENTIOlSr  OF  MENSES. 


This  morbid  condition  has  been  classed  under  anienorrlicca,  and 
this  will  give  you  some  idea  how  superficial  and  erroneous 
prevalent  views  may  be.  Menstruation  was  looked  upon  as 
mainly  a  bloody  discharge  from  the  vagina,  and  in  this  disease 
there  was  none  ;  hence  it  was  an  amenorrhoea.  But  you  know 
that  the  blood  is  discharged,  thougli  not  from  the  vagina,  not 
on  the  clothes  of  the  woman  or  the  diaper  she  wears,  but  into 
the  genital  passages.  There  it  is  retained,  the  natural  exit  for 
it  being  closed ;  there  it  accumulates ;  and  so  the  disease  is 
constituted.  There  is  not  amenorrhoea,  but  menorrhoea  into  the 
passages,  not  farther, 

It  is  a  rare  condition.  Lately  we  have  had  three  charac- 
teristic cases  in  "  Martha,"  and,  using  only  these  and  others 
that  I  have  seen,  T  will  describe  it  to  you.  I.  have  met  witli  only 
one  case,  not  congenital,  wiiere  menses  were  retained  by  closure 
of  the  internal  or  external  os  uteri, — ha^matometra.  I  have  seen 
closure  of  the  internal  os  uteri  and  consequent  pyometra  in  an  old 
woman  ;  closure  of  the  external  os  uteri  in  a  pregnant  syphilitic 
woman  I  have  seen  ;  but  these  are  not  cases  of  retained  menses. 
Sometimes  the  vagina  becomes  closed  by  the  healing  of  sores, 
the  result  of  sloughing  from  pressure  during  parturition,  or  the 
result  of  syphilitic  infection.  But  though  cases  of  stricture 
more  or  less  tight,  and  having  a  small  lumen,  from  these  causes, 
are  not  uncommon,  I  have  not  seen  one  of  complete  closure 
(atresia)  with  retention  and  accumulation. 

When  a  passage  has  no  perforation  or  hole,  or  is  really  not 
a  passage,  it  is  said  to  be  in  a  state  of  atresia.  It  is  atresia 
of  the  vagina  (not  of  the  hymen)  tliat  generally  causes  reten- 
tion of  menses.  The  atresia  is  generally  at  the  external 
orifice  of  the  vagina,  or  very  near  it,  and  it  is  congenital. 
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Cases  occur  where  the  atresia  is  produced  by  absence  of  more 
or  less  of  the  lower  parts  of  the  vagina,  not  by  mere  closure 
inferiorly,  that  passage  being  then  only  a  limited  cavity, 
potential  or  distended,  at  first  high  in  the  pelvis,  into  which 
the  canal  of  the  cervix  nteri  opens.  Lately  I  saw  a  case 
wherein  congenital  atresia  affected  only  the  middle  of  the 
vagina,  about  an  inch  and  a  half  of  passage  existing  below, 
and  a  largely  dilated  npper  portion  above,  the  atresia.  In 
this  case  it  was  not  such  a  closure  by  a  diaphragm  or  hymen- 
like membranous  dissepiment  as  has  been  described,  but  a 
closure  by  apparent  absence  of  part  of  the  vagina,  its  i^lace 
being  taken  by  a  cord-like  mass  of  dense  tissue. 

The  amount  of  lower  vagina  absent  is  a  very  important 
point  in  regulating  practice,  as  you  will  soon  miderstand. 
Generally  there  appears  to  be  no  absence  of  any  part  of  the 
vagina,  no  atresia  of  it,  but  only  of  the  hymen  ;  and  conse- 
q^nently  cases  of  retention  of  menses  are  ordinarily  described 
or  spoken  of  as  cases  of  imperforate  hymen.  When  a  con- 
siderable part  of  the  lower  vagina  is  absent,  then,  on  examina- 
tion, with  a  finger  in  the  rectum  and  a  bougie  in  the  urethra, 
you  find  no  intervening  tissues,  nothing  to  represent  the 
vagina  there  ;  but  higher  np  the  vagina  is  felt  as  a  dis- 
tended sac. 

I  have  said  there  appears  to  be  no  absence  of  any  part  of 
the  vagina,  only  an  imperforate  hymen — appears  to  be— but  it 
is,  at  "least  often,  a  delusive  appearance,  the  vagina  being 
really  closed  inferiorly  ;  and  the  hymen,  not  imperforate, 
being  found  in  its  usual  situation  :  the  so-called  and  apparently 
closed  hymen  being  the  distended  and  expanded  fossa  navicu- 
laris,  or  mucous  membrane  between  the  posterior  margin  of 
the  hymen  and  the  fourchette. 

Into  this  atresic  vagina  the  menstrual  fluid,  chiefly  blood, 
is  poured,  in  successive  monthly  flows.  It  is  retained  and 
accumulates.  The  mucus  of  the  passages  poured  into  the 
same  cavity  for  years  previously  is  retained,  but  does  not 
accumulate— an  important  and  . curious  fact.  It  is  retained  and 
is  somehow  or  other  disposed  of,  probably  is  in  some  sense 
.lecomposed  and  absorbed.  The  retained  menstrual  fluid 
becomes  denser,  the  liquor  being  mostly  absorbed  ;  and  at 
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last  it  is  a  viscid,  treacly,  or  tav-like  mass,  lighter  or  darker 
brown  iu  colour,  liaving  a  faiat  faded  smell,  or  noue  at 
all  As  a  result  of  decomposition  its  elements  are  altered 
chemically  and  microscopically,  but  it  is  not  putrid.  If  air 
is  admitted  into  the  vagina,  putrid  decomposition  rapidly 
ensues.  The  quantity  of  accumulated  fluid  varies  greatly, 
forty  or  even  fifty  ounces  being  reached.  In  my  own  prac- 
tice I  remember  no  case  where  I  measured  and  found  more 
than  about  fifty  ounces ;  but  I  have  heard,  and  recently,  of 
larger  quantities,  even  105  ounces,  in  a  well-authenticated 
case. 

This  fluid  is  gradually  accumulated  and  retained  long,  it 
may  be  for  years ;  and  on  these  accounts  it  is  not  the  same  as 
that  found  in  hsematoceles.  No  doubt  the  blood  of  an  old 
hasmatocele  becomes  treacly  or  tarry  in  appearance  and 
consistence,  and  that  uniformly;  but  this  is  rarely  seen  because 
it  is  generally  absorbed  and  disappears,  not  decaying  or  getting 
old.  The  blood  of  a  liaimatocele  is  sometimes  putrid,  germs 
liavins;  somehow  reached  it.  The  blood  of  a  recent  hnematocele 
is  clotted,  its  liquor  is  absorbed  ;  the  clots  become  partially 
•decolorized,  brick-coloured,  if  they  remain  long  enough  and 
yet  have  not  had  time  to  dissolve  into  the  treacly  fluid  of  an 
•old  hcematocele.  The  fluid  of  a  haematocele  varies  greatly  in 
amount.  I  have  recorded  a  case  where  115  ounces  were 
discharged  from  one. 

The  accumulating  fluid  opens  up  and  fills  the  vagina,  or 
what  of  that  passage  may  be  left.  The  replete  vagina  distends 
and  fills  the  pelvis.  It  is  felt  to,  as  it  were,  flatten  the  rectum 
against  the  sacrum,  but  I  have  never  seen  anything  like 
obstruction  of  fasces.  It  sometimes  causes  retention  of  urine. 
At  last,  in  cases  of  so-called  imperforate  hymen,  it  causes 
bulging,  like  a  large  abscess,  between  tlie  labia  majora ;  and  if 
here  the  distended  membrane  of  the  fossa  navicularis  is  thin, 
the  bulging  part  is  livid  or  bluish.  As  in  retro-nterine 
htcmatoceles,  the  degree  of  descent  into  the  pelvic  excavation 
varies,  and  in  one  of  our  cases  in  "  Martha  "  this  was  exemplified. 
The  bag  was  enormous,  containing  forty  ounces  ;  it  was  easily 
felt  per  rectum,  but  was  far  from  pressing  strongly  on  the 
perineum  or  against  the  pelvic  floor,  and  it  was  far  from  tiglit  or 
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highly  disteiidecl ;  it  was  also  easily  felt  between  the  labia,  but 
it  did  not  iDrotrude  between  them  or  bulge  like  an  abscess  ready 
to  burst.  As  felt  per  hypogastrium  it  was  prominent,  hard, 
and  rounded,  like  other  masses  of  the  same  kind  in  other 
cases.  The  fluid  seemed  to  be  drawn  up  rather  than  pushed 
down.  When  the  blood  is  accumulated  in  the  vagina,  the 
commonest  case,  it  is  called  htematokolpos. 

After  more  or  less  completely  distending  the  vagina,  which, 
in  cases  of  long  standing,  becomes  thickened  or  hypertrophied 
around  its  contents,  the  increasing  fluid  distends  the  cervix 
uteri,  which  is  also  hypertrophied  ;  and  here,  I  believe,  in  most 
cases,  distension  ends.  We  have  no  term  for  this — hsBmatauchen, 
or  some  such — and  we  ought  to  have  ;  for  the  cervix  uteri 
gets  widely  opened  up  and  helps  largely  to  form  the  containing 
cavity. 

After  the  neck  of  the  womb  the  body  sometimes  gets  filled 
— hrematometra — but  this  is,  I  believe,  rare.  It  is  difficult 
to  get  this  point  settled  ;  for,  during  life,  examination  does  not 
give  results  to  be  fully  confided  in,  and  post-mortem  examina- 
tions are  rare.  The  cervix  is  a  difi'erent  organ  from  the  body 
of  the  womb,  and  is  easily  dilated.  The  body  generally  resists 
the  dilatmg  forces ;  and,  as  in  two  of  our  recent  cases,  it  is 
felt,  per  hypogastrium,  of  nearly  natural  size  and  projecting 
from  the  smooth  globe  of  the  general  mass. 

Then,  in  some  cases,  a  tube  or  both  tubes  become  replete — 
hsematosalpinx — and  this  is  held  to  be  the  case  when  the 
tumour  felt  per  hypogastrium  is  irregular  in  shape,  more  or 
less  in  correspondence  with  what  one  would  expect  if  the 
tubes  were  filled  and  lying  at  the  sides  of  the  great  and  nearly 
central  mass.  Of  course  it  is  possible  the  tubes  may  be  dilated 
without  the  uterine  body  being  so,  for  they  sometimes  excrete 
menstrual  fluid ;  but  it  is  naturaUy  held,  in  default  of  post- 
mortem investigations  to  settle  the  point,  that  if  the  uterine 
body  is  not  expanded  tlie  tubes  also  will  not  be  dilated. 

Not  unnaturally  you  might  expect  tliat  this  retention, 
accumulation,  distension,  would  soon  cause  symptoms  locally 
and  general  constitutional  disturbance.  Now,  that  is  generally 
not  the  case.  I  heard  the  other  day  of  a  case  where  the  first 
and  only  symptom  was  retention  of  urine.    We  have  a  remark- 
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able  case  of  the  same  kind  now  in  "  Martha,"  where  the  first 
and  only  symptom  is  retention  of  urine.  If  I'etention  of 
nrine  does  not  occur,  you  will  probably  not  have  symptoms  till 
you  have  tension  caused  by  accumulation.  Our  case  of  L.  P., 
at  present  in  "  Martha,"  is  remarkable  on  account  of  the  youth 
of  the  girl  (thirteen),  but  it  is  plain  that  she  is  developed  in  a 
womanly  way  beyond  her  years.  In  this  case  the  retention  of 
urine  occurred  very  early,  the  bladder  being  seven  inches  long  ; 
and  its  loss  of  power  could  scarcely  be  ascribed  to  pressure,  for 
the  vagina  was  not  tense,  the  bulging  between  the  labia  slight, 
and  only  seventeen  ounces  accumulated. 

In  two  recent  cases  of  great  accumulation  we  may  well  say 
there  were  no  symptoms  and  no  constitutional  disturbance. 
Certainly,  even  at  last,  there  was  no  constitutional  disturbance 
in  either  of  them.  In  one,  S.  P.,  aged  twenty-one,  a  florid  girl, 
beaming  health  and  vigour,  it  was  only  eight  months  before 
coming  into  hospital  that  she  knew  she  had  a  lump  in  th-e 
lower  belly ;  it  was  discovered  accidentally  by  her  doctor,  who 
happened  to  examine  her  in  bed  for  a  passing  illness ;  and  she 
had  no  symptoms  till  the  doctor  told  her  she  had  this  lump. 
Then  she  began  to  find  out  that  she  had  irregular  achings  for 
about  the  lialf  of  each  month,  probably  suggested,  or  what  are 
called  imaginary  symptoms. 

Here  I  would  make  a  digression  to  call  your  attention  to 
two  points  exemplified  in  the  case  of  S,  P.  There  were  no 
symptoms  during  the  development  of  this  great  tumour  or  bag  ; 
therefore  this  disease  has  no  essential  symptoms.  Pain  is  an 
essential  symptom  or  part  of  many  diseases.  Here  is  a  growing 
disease  without  any  pain  or  any  other  symptom,  as  distinguished 
from  sign.  In  the  case  of  all  diseases,  you  should  consider 
what  symptoms  are  essential  and  what  signs  are  essential  or 
invariable,  what  symptoms  and  signs  are  very  frequent  or 
frequent,  and  so  on.  The  second  point  to  which  I  would  call 
your  attention  is  equally  important :  it  is  the  suggestion  of 
symptoms.  A  woman  has  a  disease,  or  fancies  she  has  one ; 
she  soon  imagines  or  finds  a  suitable  symptom,  or  constructs  a 
group  of  symptoms,  which  are  in  a  sense  not  real  but 
imaginary,  and  it  is  often  impossible  to  distinguisli  these 
imaginary  from  real  symptoms.  When  we  call  these  symptoms 
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imaginary,  you  must  not  suppose  they  are  false  or  himihug — 
far  from  it ;  such  pains  are  as  grievous  aud  real  as  any  other. 
The  pain  of  an  imagined,  cancer  may  be  as  severe  as,  or 
severer  than,  that  of  a  real  one.  In  our  case  of  S.  P.  there 
were  no  aches  or  symptoms  of  any  kind  till  she  was  told  she 
had  this  lump ;  and  the  pains  or  aches,  when  they  did  come, 
were  not '  accompanied  by  any  failure  of  health,  loss  of  good 
lookSj  want  of  appetite,  or  inability  to  do  with  alacrity  all  her 
hard  work.  For  these  two  reasons  I  believe  they  were 
imaginary  in  her  case,  I  have  said  that  you  may  not  be  able 
to  distinguish  real  from  imaginary  pain,  but  often  you  can  do 
so.  A  case  will  show  this  and  illustrate  it — a  case  often 
alluded  to  in  my  lectures.  A  lady  of  high  character  and  well- 
regulated  mind  was  long  imder  uterine  treatment,  and  beheved 
she  had  cancer.  She  did  not  dare  to  ask  whether  she  had  a 
cancer  or  not,  desiring  to  avoid  receiving  the  expected  painful 
assurance  from  her  physician.  She  had  intense  nocturnal 
uterine  pain,  so  severe  as  to  cause  much  family  distress  and 
disturbance.  This  went  on  for  two  years,  and  then  her 
physician  died.  She  consulted  me  in  the  greatest  anxiety ; 
and,  fortunately,  giving  her  my  opinion,  I  added  that  she  had 
no  trace  or  indication  of  cancer.  Immediately  she  was  cured  ; 
and  no  doubt,  as  she  herself  asserted,  it  was  this  assurance  as 
to  "  no  cancer "  that  alone  blew  away  all  her  dark  cloud  of 
symptoms  and  bad  health. 

In  cases  of  this  kind,  however,  symptoms  are  at  least  fre- 
quently present.  Most  of  them  may  be,  in  a  word,  described 
as  the  symptoms  often,  not  always,  observed  in  early  pregnancy. 
Peculiar  uneasy  feelings  in  the  pelvis,  disturbance  of  urination 
and  defsecation,  sickness  or  other  derangement  of  stomach,  pains 
in  the  mammaj,  some  development  of  the  areolae.  When  you 
consider  that  these  symptoms  accompany  a  rounded  tumour  in 
the  lower  belly,  you  will  not  be  astonished  that  siich  a  case  is 
sometimes  mistaken  for  pregnancy. 

The  great  symptom  is  pain  or  pains,  present  only  occa- 
sionally, and  sometimes  recurring  with  such  four-week  periodicity 
as  to  suggest  that  they  come  on  at  the  monthly  times.  To  the 
best  of  my  judgment,  these  pains  are  like  to,  if  not  identical 
with,  the  pains  of  dysmenorrhoea  or  of  after-pains— pains  of 
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recuning  uterine  spasms.  They  are  occasionally  very  severe, 
and  accompanied  with  some  uterine  tenderness.  Like  other 
pains,  when  very  severe,  they  bring  on  sickness,  vomiting,  and 
general  prostration.  I  have  no  sure  ground  for  my  impression 
that  these  pains  are  present  chiefly,  if  not  exclusively,  when 
the  body  of  the  womb  is  dilated  and  when  the  tubes  are  so. 
Certainly  this  was  my  judgment  in  the  severest  case  of  recur- 
ring spasmodic  pains  that  I  have  observed. 

Tension  accounts  for  the  appearance  and  continuance  of  pain 
which  may  be  very  severe,  and  the  delay  of  symptoms  probably 
arises  from  delay  of  tension.  Numerous  cases  lead  me  to 
believe  that,  as  a  rule,  your  advice  is  not  asked  till  tension  comes, 
and  that  tension  does  not  begin  to  urge  till  two  pints  or  more 
are  accumulated,  in  a  woman  with  so-called  imperforate  hymen 
and  otherwise  well-made. 

I  have  little  to  say  of  the  tumom\  It  and  the  malformation 
are  the  two  great  signs  of  the  disease,  and  generally  these  two 
suffice  for  diagnosis.  The  tumour  is  rounded,  dull  on  percussion, 
dmnb,  slightly  displaceable,  somewhat  sensitive  ;  rising,  when 
at  its  largest,  as  high  as  half-way  from  the  symphysis  to  the 
navel,  or  somewhat  higher.  Generally  it  has  a  regular  rounded 
form,  and  often  upon  it  can  be  felt  a  little  lump  of  the  size  and 
shape  of  the  body  of  the  uterus.  Other  irregularities  in  shape 
are  attributed  to  dilatation  of  the  body  of  the  uterus  and  of  one 
or  of  both  tubes. 

All  I  have  hitherto  told  you  of  this  morbid  condition  takes 
for  granted  that  the  malformation  consists  only  in  atresia  of  a 
passage  otherwise  naturally  developed  ;  but  other  malformations 
occur  with  atresia  and  retention.  I  cannot  describe  them  in  a 
clinical  lecture,  for  I  have  seen  only  one  case,  and  regarding  it 
have  not  sufficient  assurance  as  to  its  real  nature.  I  simply 
state  that  a  woman  may  have  one  tube  closed  internally  and 
distended,  or  a  tube  and  half  of  a  double  uterus  may  be  dis- 
tended :  these  are  possible  occurrences.  There  may  be  disten- 
sion of  an  undeveloped  uterine  horn.  But  there  have  now 
been  put  on  record  several  cases  of  double  uterus  and  vagina, 
with  atresia  on  one  side,  and  consequent  retention  and  ac- 
cumulation ;  and  generally  there  has  been  absence  of  the  lower 
half  of  the  closed  or  atresic  vagina,  just  as  is  often  seen  in 
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ordinary  or  simple  retention.  These  reraarkaUe  cases  with 
duplicity  of  organs  constitute  unilateral  retention.  You  may 
have  then,  unilateral  haamatokolpos,  haimatauchen,  licuraato- 
metra,  hematosalpinx ;  and  in  a  puzzling  case  it  is  necessary 
to  keep  this  in  mind,  with  a  view  to  diagnosis.  I  do  not 
remember  any  case  where  the  disease  was  double  or  bilateral ; 
yet  this  is  also  possible. 

The  natural  termination  of  a  case  of  this  kind  I  have  not 
observed.  The  retained  fluid  may  iind  vent  through  a  tube 
into  the  peritoneal  cavity,  and  there  it  may  accumulate,  or, 
what  is  more  probable,  excite  dangerous  diffuse  peritonitis ; 
or  it  may  find  vent  through  the  bladder  or  rectum.  In  cases 
of  imperforate  hymen,  real  or  so-called,  the  fluid  will  pro- 
bably make  its  way  through  the  distended  poucli  projecting 
between  the  labia  majora. 

Treatment  consists  in  making  artificially  an  opening  in  the 
retaining  cyst,  large  enough  to  give  free  exit  to  the  pent-up 
fluid,  and  in  maintaining  this  opening  so  that  in  future  the 
menses  may  flow  unobstructedly  through  it. 

When  the  rectum,  and  urethra  adjoin  one  another,  the 
opening  should  be  made  through  the  former,  and  it  may  be 
done  by  a  guarded  knife  or  by  a  Pouteau's  trocar.  When 
the  tarry  fluid  ceases  to  flow,  the  opening  should  be  main- 
tained till  the  wound  is  healed  ;  and  this  is  done  by  daily,  or 
every  two  or  three  days,  pushing  the  finger  or  a  bougie 
through  the  artificial  aperture. 

In  sucli  cases  adventurous  surgeons  often  try  to  make^  or 
succeed  in  making,  a  new  vagina,  or  rather  a  new  piece  of 
vagina,  to  form  a  passage  from  the  vidva  to  the  upper  part  of 
the  vagina,  or  real  vagina,  the  vaginal  sac  into  which  the 
cervix  uteri  opens.  This  is  effected  by  cutting  or  otherwise 
tunnelling  in  the  scanty  tissues  between  the  urethra  and 
rectum ;  and  this  part  of  the  operation  is  quite  feasible,  and 
suffices  for  the  exit  of  the  retained  fluid.  But  the  whole 
proceeding  is  most  unsatisfactory,  for  the  wound  persists  in 
closing  or  so  contracting  as  to  be  a  most  disappointing  kind 
of  passage — ever  requiring  dilatation,  and  at  its  best  forming 
a  hard,  inconvenient  meatus  ;  never  a  real  mucous  channel, 
but  a  cicatricial  indui'ated  passage.  These  operations  should, 
indeed,  be  discommended,  as,  at  best,  only  vanity  and  vexation 


ON  RETENTION  OF  MENSES. 


107 


of  spirit.  They  are  done  with  the  view  of  restoring  to  the 
female  full  sexual  womanhood;  and  this  would  be,  of  course, 
a  crreat  f^ain  to  the  woman,  naturally  much  desired  and  highly 
appreciated.  But  it  is  not  to  be  doubted  that  it  is  inexpedient 
that  a  gravely  malformed  woman  should  continue  the  species, 
and  it  is  imprudent  to  aid  and  abet  this  course.  Besides,  as 
already  hinted,  the  attempts  to  make  a  new  vagina  result  in  a 
troublesome  and  most  imperfect  imitation  of  nature— as  bad,  in- 
deed, as  the  new  noses  that  surgeons  amuse  themselves  by  making. 

Fortunately,  the  commonest  cases  are  those  where  the 
vagina  comes  down  to  the  vulva,  and,  indeed,  when  replete, 
protrudes  between  the  labia.  Then,  the  rectum  and  urethra 
do  not  mutually  adjoin,  and  operation  is  simple  and  efficient. 
The  malformation  is  comparatively  slight,  and  the  surgical 
procedure  necessary  for  its  relief  does  at  the  same  time  restore  to 
the  woman  full  sexual  capability.  In  the  case  of  L.P.,  the  young 
girl  of  thirteen,  now  in  "  Martha,"  the  rectum  and  urethra  were 
not  adjacent,  but  we  had  to  cut  through  half  an  inch  of  wall  to 
reach  the  treacly  fluid.  Probably,  had  the  accumulation  in- 
creased this  would  have  lost  thickness. 

The  patient  is  placed  in  the  lithotomy  position,  and  an  in- 
cision an  inch  long  is  made  in  the  region  of  the  hymen  in  a 
sagittal  direction ;  and  it  is  not  necessary  to  make  it  crucial. 
The  incision  was  made,  and  I  think  advantageously,  with  a 
view  to  avoiding  septica3inia,  in  our  last  four  cases  by 
Paquelin's  knife-cautery.  By  this  you  cut  through  layer  after 
layer,  and  make  a  large  opening.  The  viscid  contents  now 
flow,  accelerated  by  each  inspiration,  and  gushing  if  an  attempt 
at  vomiting  occurs.  When  it  has  ceased  to  flow  copiously, 
lint  soaked  in  carbolic  oil  is  placed  over  the  pudendum ; 
arrangements  are  then  made  to  receive  further  discharge,  and 
the  woman  is  put  to  rest. 

Chocolate-coloured  discharge  comes  for  a  few  days;  and  the 
next  coloured  discharge  is  brighter,  and  probably  the  duly 
recurring  monthly  flow.  The  finger,  occasionally  examining, 
keeps  the  wound  in  the  vestibule  widely  open  until  it  heals, 
in  a  week  or  ten  days.  The  woman  should  all  this  time,  and, 
indeed,  for  three  or  four  weeks,  remain  in  bed,  that  the  resto- 
ration of  the  vagina  and  uterus  to  a  natural  state  may  meet 
with  no  interruption.    At  first  the  vaginal  cavity  is  felt  to  be 


io8 


ON  RETENTION  OF  MENSES. 


large,  and  its  walls  thick  and  hard  ;  the  cervix  nteri,  difficult 
to  reach,  is  in  a  like  state  ;  and  these  parts  very  slowly  resume 
a  natural  state,  after  a  long  process  of  involution  and  retraction. 
In  the  case  of  the  young  girl  with  only  seventeen  ounces 
retained,  there  was  no  perceptible  thickening  and  hyper- 
trophy of  tlie  vagina. 

You  will  observe  that  I  have  not  directed  you  to  squeeze 
out  by  hypogastric  pressure  nor  to  wash  out  by  syringe  and 
water;  and  I  do  this  deliberately.  These  processes,  when 
resorted  to,  cause  irritation,  and  lead  to  putrefaction  of  the 
contents  if  any  is  allowed  to  remain.  Nothing  could  liave  done 
better  than  our  last  four  cases  treated  by  Paquelin's  cautery 
incision,  and  otherwise  let  alone ;  we  had  no  putridity  of  discharge 
no  rise  of  temperature,  or  other  sign  of  irritation  or  inflammation. 

I  have  not  spoken  of  any  dangers  attending  this  disease  or 
the  operation  for  its  relief ;  and  I  know  by  experience  only  of 
dangers  attending  the  operation.  In  aU  my  earlier  cases  I 
have  had,  only  occasionally,  trouble  from  saprasmia  caused  by 
putrid  discharge,  and  in  one  case  a  sharp  attack  of  peritonitis. 
But  it  is  well  known  that  this  operation,  even  in  simple  cases 
of  so-called  imperforate  hymen,  is  not  rarely  fatal,  and  the 
ordinary  cause  of  death  is  septicaemia,  generally  with  peritonitis. 
Another  cause  of  death  is  reflux  of  fluid  into  the  peritoneal 
cavity,  inducing  pernicious  peritonitis.  This  is  a  curious 
occurrence  if  you  regard  its  cause,  and  I  conclude  this  lecture 
with  a  few  words  on  it.  It  is  certainly  not  to  be  accounted 
for  in  all  cases  by  injudicious  hypogastric  squeezing  ;  and,  if 
this  is  not  the  cause,  what  is  it  ?  You  make  a  free  opening 
for  the  tightly  pent-up  fluid  ;  it  flows  copiously ;  and  now, 
when  it  is  not  under  tension,  flow  per  vaginam  being  un- 
obstructed, it  cruelly  passes  into  the  peritoneal  cavity  through 
a  tube.  I  cannot  account  for  this  satisfactorily ;  and  the  only 
hypothesis  I  can  frame,  in  explanation,  is  that,  while  the 
abdominal  contents  are  being  rapidly  considerably  reduced  in 
bulk  by  the  flow  of  retained  fluid,  some  movement  by  the  woman 
produces  negative  abdominal  pressure,  and  hence  the  retroflux 
through  a  tube.  This  retroflux  sometimes  occurs  before  the 
operation ;  and  that  is  quite  another  matter,  easily  explained  by 
the  increased  tension  of  increased  accumulation,  and  by  its 
gradually  produced  results. 
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ON.  HYDEOPERITONEUM. 

Fluid,  yet  not  blood  nor  pus,  may  he  found  in  large  or  in 
small  quantity  in  the  peritoneal  cavity,  in  cases  of  burst 
ovarian  cysts,  in  cases  of  ascites,  and  in  cases  that  I  shall 
particularly  dwell  upon  to-day,  to  which  I  restrict  the  name  of 
"  Hydroperitoneum."  At  one  .time  ovarian  cystoma  was  con- 
founded with  otlier  abdominal  dropsies,  as  one  of  its  names 
indicates.  I  think  it  is  now  quite'  necessary  to  make  a  further 
discrimination  among  cases  that  are  generally  called  ascitic. 
The  word  "  ascites  "  may  be  left  for  those  dropsies  which  do 
not  depend  upon  disease  of  the  peritoneum  itself — such,  for 
example,  as  depend  frequently  upon  disease  of  the  liver  or 
of  the  heart.  Quite  separate  from  these  there  is  a  class  of 
cases  of  "  hydroperitoneum,"  in  which  there  is  no  organic 
or  tangible  disease  discovered,  beyond  the  conditions  of  the 
peritoneum  itself,  to  which  the  collection  of  fluid  can  be 
referred.  As  gyuEecologists-  we  are  specially  interested  in 
collections  of  fluid  in  the  peritoneal  cavity,  but  you  are  not 
to  suppose  that  analogous  collections  of  fluid  do  not  occur. 
They  are  found  in  the  thorax — hydrothorax;  in  the  brain 
— hydrocephalus.  Indeed,  almost  all  the  forms  of  hydro- 
peritoneum that  I  shall  speak  of  to-day  are  frequently 
accompanied  by  hydrothorax. 

Hydroperitoneum  and  hydrothorax  are  frequently  observed 
in  children  and  in  young  people,  and  have  been  described  ; 
there  being  no  discovered  disease  but  the  collection  of  serous 
fluid  in  these  serous  cavities.  Hydrothorax  is  most  frequently 
observed  in  children  and  young  people,  probably  because  it  is 
most  easily  diagnosed,  as  you  can  readily  comprehend  and  will 
better  understand  as  this  lecture  progresses.  In  adult  women, 
as  occasionally  in  pregnancy,  and  not  rarely  in  ovarian  dropsy, 
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cases  of  simple  liydrothorax  occur.  I  have  at  tliis  moment 
•under  my  care  the  case  of  a  very  delicate  pregnant  woman 
who  has  liydrothorax — a  collection  of  fluid  in  one  side  of  the 
chest,  which  is  evidently  not  of  pleuritic  origin,  and  is  con- 
nected, as  far  as  I  can  tell,  merely  with  the  delicate  condition 
of  her  health. 

This  collection  of  serum  in  the  peritoneal  cavity  has  been 
the  subject  of  very  interesting  illustration  experimentally.  I 
do  not  know  of  experiments  which  can  illustrate  the  production 
of  effusion  of  watery  fluid  from  the  peritoneum,  but  we  see 
plenty  of  examples,  in  disease,  of  the  extremely  rapid  accumu- 
lation of  thin  watery  fluid  in  the  peritoneal  cavity.  On  the 
other  hand,  very  interesting  experiments  can  easily  be  made 
to  show  the  rapidity  of  the  abserption  of  fluid  by  the  perito- 
neum ;  and  to  such  I  merely  refer,  saying  that  injection  of 
large  quantities  of  water  into  the  peritoneal  cavities  of  some 
of  the  lower  animals — as  of  the  dog — has  often  been  done,  and 
the  water  has  been  found  to  be  absorbed  in  a  very  remarkably 
short  time.  These  two  facts  are  necessary  for  you  to  remember 
in  order  to  understand  the  rapid  variations  in  cases  of  hydro- 
peritoneum,  especially  in  the  simple  hydroperitoneum  that  I 
shall  presently  describe  to  you  at  length.  The  rapid  absorp- 
tion of  large  turbid  hydroperitoneal  collections,  even  in  cases 
complicated  with  uterine  tumour  and  depraved  health,  is  one 
of  the  most  remarkable  observations  you  can  make.  I  have 
lately  seen  a  case  in  which  this  has  twice  occurred,  to  my 
extreme  astonishment, 

"What  is  the  nature  of  the  fluid  that  is  effused  ?  When  the 
case  is  simple,  without  any  inflammation,  it  is  a  clear  albumi- 
nous fluid,  the  albumen  being  of  moderate  amount.  It  is  of  a 
low  specific  gravity,  which  may  be  stated  generally  about  1008 
to  I  o  I  5  ;  it  forms  no  clot  on  standing  ;  and  under  the  micro- 
scope the  sediment  shows  no  pus  nor  blood,  but  merely 
endothelial  products.  This  is  a  very  vague  statement,  and  it 
is  supplemented  by  this — that  in  these  cases  there  may  be 
healthy  peritoneum  or  any  degree  of  irritation  of  it,  on  to  the 
condition  called  chronic  peritonitis ;  and,  as  you  have  the 
irritation  of  the  peritoneum  increasing,  you  have  the  fluid 
becomin<T  more  dense,  more  albuminous,  and  generally  then 
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presenting  at  the  bottom  of  the  vessel  some  amount  of  spon- 
taneous clot  when  it  is  allowed  to  stand.  The  clot  that  it 
presents  is  a  translucent  or  cloudy,  gelatinous,  soft  clot.  It  is 
not  like  the  clot  of  coagulated  blood,  nor  like  the  clot  you  see 
on  boiling  any  albuminous  fluid ;  it  is  much  softer  and^  trans- 
lucent. This  clot,  I  have  said,  is  not  observed  in  the  simplest 
cases.  In  the  simplest  cases  you  have  only  a  thin  serum  ; 
but  as  cases  advance  in  amount  of  irritation  or  inflammation, 
so  you  have  -the  qualities  coming  that  I  have  described,  and 
you  may  have  then  under  the  microscope  pus  corpuscles  and 
others  found  in  the  sediment  in  small  quantity. 

With  these  preliminary  remarks  I  shall  describe  to  you 
this  condition  of  simple  hydroperitoneum  as  a  disease  not 
rarely  found  in  women — I  think  commoner  in  old  women 
than  in  women  during  the  child-bearing  period  of  life — and 
found  as  the  only  physical  indication  of  disease;  the  only 
adjunct  to  it  being  that  the  women  are  always  in  what  may 
be  vaguely  called  bad  or  depraved  health.  When  the  fluid 
in  the  peritoneum  is  in  small  quantity,  it  frequently  comes 
unexpectedly  and  disappears  unexpectedly.  When  it  is  in  a 
large  quantity  it  is  rarely  the  subject  of  such  rapid  variation  : 
it  may  spontaneously  and  rapidly  disappear,  and  many  cases 
are  recorded,  which  were  probably  of  simple  hydroperitoneum, 
where  spontaneous  cure,  or  cure  after  repeated  tappings,  took 
place  ;  and  I  have  seen  such  cases.  Lately  I  have  seen  a 
large  hydroperitoneum  and  right  hydrothorax  following  an 
abortion  with  much  bleeding.  The  fluid  has  all  disappeared 
during  the  fourth  month  following  the  abortion.  As  an 
illustration  of  large  hydroperitoneum  I  shall  read  to  you  a 
case  which  was  lately  in  "  Martha  "  : — 

A.  0.,  aged  nineteen,  unmarried  ;  catamenia  regular;  general 
health  not  the  cause  of  any  complaint ;  has  no  pain.  Seven- 
teen months  before  admission  to  the  hospital  she  observed 
enlargement  of  the  belly,  and  this  has  gone  on  increasing  ever 
since.  The  abdomen  is  half-barrel  shaped,  measures  in  cir- 
cumference at  umbilicus  thirty-five  inches  and  a  quarter; 
presents  everywhere  distinct  fluctuation ;  is  dull  on  percussion 
except  in  the  right  flank,  where  resonance  can  be  made  to 
shift  its  position.    Digital  examination  per  vaginam  (both 
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before  and  after  paracentesis)  discovers  notliing  abnormal. 
Pulse  and  temperatiu-e  normal.  Tongue  moist,  clean,  reddish. 
Apex  of  right  lung  presents  some  dulness  on  percussion,  pro- 
longation of  expiration,  and  increased  vocal  resonance.  Urine 
1 020,  acid;  trace  of  albumen.  During  ten  days  after  admis- 
sion the  circumference  of  abdomen  increased  an  inch  and  a 
quarter.  Paracentesis  was  now  performed,  and  fourteen  pints 
and  a  half  of  clear  straw-coloured  fluid  drawn  off;  specific 
gravity  1 009  ;  contains  a  considerable  quantity  of  albumen  ; 
no  clot  formed  on  standing.  After  tapping,  girtli  twenty-six 
inches  and  a  quarter.  Dulness  in  flanks  not  absolute. 
Discharged  in  a  comfortable  state  eighteen  days  after  the 
tapping,  about  six  months  ago.  This  patient  has  returned 
since  dismissal,  and  the  abdomen  is  found  to  be  slowly- 
refilling.  She  said  she  would  come  back,  and  it  is  probable 
she  has  not  again  been  tapped  as  yet. 

Here  you  have  a  case  where  no  disease  is  discovered  but 
the  hydroperitoneum.  The  examination  of  the  woman's  chest, 
and  her  outward  appearance,  indicate  that  she  is  a  delicate 
and  unhealthy  woman  ;  but  we  have  from  the  histories  of 
analogous  cases  reason  to  believe  that  there  is  nothing  further 
in  this  case  than  what  I  have  narrated.  Lapse  of  time,  in 
this  example,  removes  the  suspicion  of  malignant  disease, 
which  is  a  frequent  cause  of  a  form  of  hydroperitoneum. 

Before  I  pass  from  this  case  I  direct  your  attention  to  a 
curious  point  in  its  history.  After  paracentesis  the  patient 
required  catheterism  for  two  days,  and  it  appears  to  me  ex- 
tremely natural  to  attribute  this  need  for  catheterism  to  the 
condition  of  the  belly,  suddenly  emptied  of  a  large  quantity  of 
fluid,  and  thus  probably  presenting  a  state  of  negative  pressure 
which  prevented  her  evacuating  the  bladder.  The  urine  accu- 
mulating in  the  organ  contributed  to  diminish  this  uimatural 
state  of  negative  pressure.  It  was  not  passed  spontaneously 
for  two  days,  and,  when  it  was  drawn  off,  the  bladder  was 
probably  not  completely  emptied.  A  very  remarkable  case 
occurred  lately  in  "  Martha,"  in  which  a  similar  explanation  of 
a  rare  phenomenon  is  suggested. 

A  woman  was  almost  moribund  from  suppurating  ovarian 
dropsy,  which  it  was  considered  proper  not  to  remove.  The 


ON  HYDROPERITONEUM. 


113 


post-mortem  examination  sliowecl  that  this  decision  was  just 
In  order  to  give  her  relief  during  the  last  day  or  two  of  her 
life,  she  was  tapped.  She  was  greatly  relieved,  but  sank  in 
about  two  days  after  the  operation.  In  her  peritoneal  cavity, 
behind  the  uterus,  there  was  found  a  large  quantity  of  clotted 
blood.  For  this  clotted  blood  no  source  could  be  discovered, 
and  it  is  natural  to  suppose  that  it  came  from  the  uterus 
through  a  Fallopian  tube,  and  that  it  was  attracted  to  the 
peritoneal  cavity  by  the  condition  of  negative  pressure  in  the 
abdomen  produced  by  the  rapid  emptying  of  the  immense 
quantity  of  fluid  that  was  drawn  off  from  the  ovarian  dropsy. 
These  particulars  have  no  bearing  upon  the  subject  of  this 
lecture,  but  they  are  so  interesting  that  I  have  interpolated 
them. 

jSTow,  how  are  you  to  diagnose  a  small  quantity  of  fluid  in 
the  peritoneum  ?  In  the  case  of  a  small  quantity  of  fluid  in 
the  thorax  you  have  a  greatly  easier  task,  for  reasons  that  the 
youngest  of  you  who  have  practised  auscultation  and  percussion 
can  easily  understand.  The  diagnosis  of  a  small  quantity  of 
fluid  in  the  peritoneum  is  based  on  the  study  of  the  mode  in 
which  fluid  accumulates  in  the  belly.  If  a  woman  is  lying  on 
hev  back  (as  she  almost  invariably  is  when  you  subject  the 
abdomen  to  examination),  and  if  there  are  no  intestinal  adhe- 
sions, fluid  accumulates  first  in  the  flanks,  and  then,  as  it 
increases  in  quantity,  it  accumulates  in  the  lower  part  of  the 
abdomen.  When  there  is  only  a  smaU  quantity  accumulated, 
there  is  not  absolute  dulness  in  the  flanks  or  in  the  lower  part 
of  the  abdomen.  In  both  situations,  if  you  press  your  finger 
firmly  before  percussing,  you  can,  when  the  fluid  is  small  *in 
amount,  find  resonance— not  tympanites.  It  is  only  after  the 
fluid  has  accumulated  to  a  much  greater  extent  that  you  have, 
m  these  parts,  absolute  dulness ;  and  absolute  dulness  is  gene- 
rally first  to  be  found  in  the  lower  part  of  the  abdomen.  It  is 
there  that  the  accumulation  first  becomes  sufficient  to  produce 
absolute  dulness,  however  deeply  you  percuss. 

You  have  in  a  case,  such  as  the  one  that  I  have  read,  the 
opportumty  of  verifying  these  facts  and  learning  this  diag- 
nosis ;  ^for  you  are  quite  sure  that  there  is  fluid  left  in  the 
woman s  belly  after  you  have  tapped  her;  and  you  know,  what. 
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the  history  of  the  case  proves,  that  the  fluid  is  gradually 
accumulating,  and  you  can  watch  it  from  day  to  day  as  it 
accumulates. 

When  the  fluid  is  in  small  quantity,  you  have  the  following 
points  to  attend  to  in  diagnosis ;  and  I  will  only  name  them, 
because  it  is  vain  to  describe  them  at  length : — 

Firstly  :  The  peculiar  feeling  of  an  abdomen  which  contains 
fluid. 

Secondly :  The  still  better  known  feeling  of  the  fluid  if  it  is 
in  a  large  mass  or  quantity  in  one  space ;  the  feeling  of  the 
fluid,  often  called  feeling  fluctuation,  being  a  difi'erent  thing 
from  the  feeling  of  tlie  abdomen  that  contains  fluid,  and  which 
I  have  named  as  the  first  point. 

Thirdly  :  The  percussion  sound,  which  is  dull  comparatively 
where  the  fluid  is  lying  in  small  quantity,  dull  absolutely  where 
it  is  in  large  quantity.  It  is  generally  even  in  cases  of  very 
small  collection,  easy  to  make  out  a  horizontal  line,  limiting 
comparative  dulness  below  and  greater  resonance  above,  indi- 
cating how  high  the  fluid  has  risen  in  the  abdomen. 

Fourthly  :  You  make  the  resonant  area  vary  by  changing 
.the  v/onian's  position. 

Fifthly  :  When  the  collection  is  small  you  have  no  fluc- 
tuation. You  are  not  to  expect  it.  Fluctuation  does  not 
come  until  there  is  a  large  accumulation  and  a  certain  amount 
of  tension. 

Now,  with  these  I  shall  contrast  the  signs  of  a  large  hydro- 
peritoneal  collection  ;  and  the  signs  here  are  present,  whether 
there  is  a  tumour  in  the  midst  of  this  collection  or  not.  It  is 
not  an  uncommon  thing  to  make  a  diagnosis  of  this  kind: 
"  This  woman  has  a  large  collection  of  fluid  in  her  belly ; 
whether  there  is  anything  more  or  not  I  cannot  tell  until  I 
have  drawn  off  this  collection  of  fluid.''  We  have  had  several 
cases  in  "  Martha,"  in  which,  after  drawing  off  the  hydroperi- 
toneal  collection,  we  found  that  there  was  lying  in  the  fluid  a 
comparatively  small  tumour,  ovarian  or  fibrous,  or  malignant. 
The  diagnosis  of  a  large  quantity  of  fluid  is  made  by  the  educated 
hand  feeling  the  abdomen;  by  a  distinct  feeling  of  fluid;  by 
dulness  on  percussion,  which,  where  the  fluid  is  alone  and  in 
larcre  quantity,  is  absolute,  even  with  deep  pressure  ;  but  which 


ON  HYDROPERITONEUM. 


115 


is  not  absolute  when  you  press  deeply  on  those  parts  where  the 
bowels  naturally  float,  as  about  the  flanks  aiid  the  umbilicus. 
Then  you  have  fluctuation — an  invaluable  sign,  because  an 
almost  infallible  sign,  of  the  presence  of  fluid.  Then  you 
have,  in  the  cases  that  we  are  considering,  the  fluctuation  felt 
where  there  is  resonance  on  percussion.  A  beautiful  case 
illustrating  this  is  in  "  Martha  "  at  this  moment.  Wliere  you 
have  fluid  indicated  by  fluctuation,  and  the  bowels  indicated  by 
resonance  on  percussion,  both  together,  you  may  be  certain  that 
the  fluid  is  a  hydroperitoneal  collection,  unless  some  very  rare 
condition  exists.  The  abdomen  in  a  case  of  this  kind,  main- 
tains no  definite  shape ;  it  is  rounded,  barrel-shaped,  and 
frequently  flattened  a  little.  The  diagnosis  of  a  large  quantity 
of  fluid,  where  there  are  no  adhesions,  is  a  very  easy  matter  if 
you  attend  to  the  points  I  have  just  enumerated  to  you. 

Now,  I  have  told  you  that  in  cases  of  hydroperitoneum  you 
may  have  irritation  or  inflammation  on  to  the  stage  called 
chronic  peritonitis.    In  cases  of  chronic  peritonitis  there  is 
frequently  great  difficulty  in  diagnosing  the  fluid  collection  as 
merely  hydroperitoneum,  because  there  is  frequently  cohesion, 
and,  still  more  important,  tucking  up  of  the  bowels  by  adhesion, 
and  also  the  agglomeration  of  lengths  of  the  bowels  into  hard 
lumps.    These  conditions,  with  hydroperitoneum,  often  produce 
such  an  exact  resemblance  to  a  cystic  collection  that  it  is  very 
difficult  to  diagnose  by  any  method  of  examination  ;  and  I 
have  often  told  you  that  difficult  diagnosis  would  frequently  be 
better  described  as  impossible  diagnosis.     In  other  words,  you 
are  left  in  doubt.    Now,  if  you  think  of  a  case  of  a  collection 
of  fluid  in  the  belly,  with  the  bowels  pressed  by  the  fluid  up- 
wards in  the  same  directions  as  a  pregnancy  or  a  large  fibrous 
tumour  or  ovarian  dropsy  presses  them,  and  the  fluid  as  enclosed 
by  adhesions,  you  can  see  that  you  have  the  physical  conditions 
of  a  surgically  unilocular  ovarian  dropsy ;  and  the  difficulty  is, 
as  I  have  indicated,  increased  often  by  feeling  hard  masses* 
consisting  of  bowels  glued  together  in  a  peculiar  way.  By' 
changmg  the  position  of  the  woman  and  re-examining  re- 
peatedly, attending  to  her  history,  and  going  over  the  pecuUar 
signs  that  I  have  described  to  you  as  indicating  a  large 
quantity  of  flmd,  you  may  arrive  at  a  correct  decision.   '  You 
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must  take  care  not  to  be  misled,  as  I  liave  known  repeatedly 
happen,  by  feeling,  after  tapping,  hard  masses  of  coherent 
bowels,  which  are  supposed  to  be  unruptured  or  untapped 
ovarian  masses.  These  hard  masses,  in  a  case  of  chronic 
peritonitis,  sometimes  disappear,  the  adhesions  being  removed. 
The  woman,  in  fact,  gets  cured,  and  of  course  in  that  case  all 
the  difficulty  of  diagnosis  is  removed,  and  what  may  at  first 
have  been  a  puzzle  is  explained. 

Wlien  a  case  of  ovarian  dropsy  presents  itself  to  you,  you 
generally  have  an  easy  distinction,  because  you  generally  have 
such  a  peculiarity  of  shape,  and  such  a  maintenance  of  shape, 
as  is  only  to  be  explained  by  the  existence  of  separate  cysts. 
You  frequently  have  such  limitation  of  fluctuation  as  is 
evidently  only  explained  by  the  circumstance  that  you  are 
percussing  different  collections  of  fluid.  These  circumstances 
are  frequently  pointed  out  to  you  in  "  Martha,"  and  I  need  not 
dwell  further  upon  them, 

I  have  now  gone  over  the  great  features  of  a  disease  which 
is  not  rare,  of  which  I  have  given  you  an  example,  and  which 
consists  in  the  collection  in  the  abdomen  of  a  large,  or,  more 
frequently,  of  a  small,  quantity  of  fluid.    These  cases  are 
treated  more  appropriately  by  tonic  medicines   and  tome 
regimen  than  by  diuretics.     A  justly  favoured  medicine  in 
cases  of  this  kind,  whether  of  simple  hydroperitoneum  or  of 
chronic  peritonitis  with  collection  of  fluid,  is  the  syrup  of  the 
iodide  of  iron.    Cases  are  not  rare  in  which,  as  in  the  case 
that  I  have  read  to  you,  a  cure  (of  what  may  have  been 
supposed  to  be  ovarian  dropsy)  has  followed  this  treatment. 
In  many  of  these  cases,  when  the  accumulation  is  large, 
another  method  of  treatment  is  adopted,  namely,  to  draw  off' 
the  fluid.    I  have  seen  several  cases  in  which  still  another 
treatment  has  been  unintentionally  or  designedly  adopted,  that 
is  called  nowadays  the  exploratory  incision.    I  am  not  advismg 
you  to  do  this,  or  to  abstain  from  it.    It  is  not  very  rarely 
done  for  various  reasons,  and  you  find  nothing  but  a  hydro- 
peritoneal  collection.    You  may  find  the  peritoneum,  to  the 
eye  perfectly  healthy ;  you  may  find  it  red  like  raw-  beef; 
you  may  find  it  in  a  granular  red  state,  or  even  covered  with 
fretted  granular  whitish  yellow  lymph ;  or  you  may  find  it 
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Studded  with  tubercles.  In  several  cases  I  have  known  this 
operation  followed  by  what  is  called  cure— that  is  to  say,  the 
fluid  has  been  discharged  in  this  way  and  never  has  re-accumu- 
lated,  and  this  even  with  a  peritoneum  red  and  granular,  or 
having  large  surfaces  of  yellowish  granular  lymph.  Many 
cases  are  recorded,  and  many  cases  occur,  of  cure  by  tappmg, 
and  sometimes  after  frequent  tapping.  Tapping  is,  however, 
an  operation  to  be  done  in  some  cases  where  you  have  no  hope 
of  cure.  It  is  not  only  in  cases  of  hydroperitoneum  of  a 
simple  kind,  but  in  cases  of  hydroperitoneum  connected  with 
malignant  disease,  that  you  sometimes  give  great  relief  by 
tapping  and  evacuating  the  peritoneal  cavity.  A  case  of  this 
kind  occurred  in  the  hospital  not  very  long  ago.  A  woman 
had  a  double  solid  ovarian  tunaour  with  enormous  hydroperi- 
toneal  collection.  She  was  senib  by  her  doctor,  and  carried  into 
the  ward,  avowedly,  to  die  in  a  few  days,  and  certainly  hope- 
lessly ill.  After  tapping  and  drawing  off  a  large  quantity  of 
thin  serous  fluid  she  rapidly  recovered,  and  left  the  ward  in 
good  spirits  and  apparently  in  fair  health.  She  returned  to 
her  work  as  a  washerwoman,  and  she  went  on  with  it  for 
several  months,  and  then  took  to  her  bed  again,  and  died  of 
the  malignant  soHd  tumours  of  the  ovaries,  and  with  a  smaller 
re-accumulation  of  the  fluid.  You  observe  that  in  that  case 
tliere  was  a  return  to  fairly  good  health  temporarily  while  a 
malignant  disease  was  progressing,  and  the  reversion  to  health 
was  manifestly  due  to  the  relief  afforded  by  the  evacuation  of 
the  peritoneal  cavity.  Eecently  cases  have  been  successfully 
treated  by  oophorectomy,  removing  small  but  diseased  ovaries 
which  produced  the  hydroperitoneum.  But  credit  for  curing 
must  not  be  too  readily  taken  by  the  practitioner,  for  the  fluid 
may  spontaneously  disappear,  which  I  have  known  to  occur  in 
a  case  where  it  had  been  once  drawn  off  by  tapping,  and 
where  the  cause  was  malignant  disease  in  the  abdomen. 

Tapping  must  be  done  with  the  greatest  care,  and  it 
should  always  be  done  antiseptically.  The  operation  may  be 
fatal  if  septic  air  happens  to  be  drawn  into  the  peritoneal 
cavity  through  the  opening  that  you  make.  I  had  a  case 
under  my  care,  before  the  antiseptic  treatment  was  fully 
introduced,  where  it  was  necessary  to  tap  the  abdomen  for 
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hycjroperitonenin  in  an  old  woman  who  had  an  old  uterine 
fibroid.  The  tapping  was  done  by  her  physician  in  the 
country,  and  it  proved  fatal  in  consequence  of  air  getting 
into  the  abdomen  through  the  little  aperture  and  producing 
putrefaction  of  the  fluid  in  the  peritoneal  cavity.  That  was  a 
great  disaster  which,  I  think,  you  can  avoid  with  nearly  abso- 
lute certainty  hy  operating  in  a  proper  manner.  You  may 
draw  off  the  fluid  by  the  ordinary  trocar  and  cannula;  but 
there  is  an  improvement  on  this.  The  improvement  is  with  a 
view  to  avoid  the  misadventure  of  the  opening  of  the  can- 
nula coming  against  the  howel  or  omentum  so  as  to  occlude 
it.  The  peculiar  instrument  which  I  show  you  here  has  a 
termination  something  like  that  of  a  female  catheter.  It  is 
pushed  through  an  opening  made  in  the  abdominal  wall  by 
a  bistoury ;  it  can  be  propelled  among  the  bowels  to  varying 
distance,  and  made  to  move  about  in  the  peritoneal  cavity  so 
as  to  drain  off  all  that  can  be  reached.  Here  you  have  no 
risk  of  the  bowel  closing  the  terminal  aperture,  for  there  is 
no  terminal  aperture ;  and  if  the  bowel  closes  one  lateral 
aperture  it  is  sure  to  leave  some  of  the  other  lateral  aper- 
tures open. 

Before  concluding,  I  shall  say  a  few  words  upon  hydroperi- 
toneum  as  a  complication  of  other  diseases,  not  as  a  simple 
disease.  I  need  not  repeat  what  I  have  already  said,  that  you 
have  often  hydrothorax  along  with  hydroperitoneum.  It  is 
always  held  to  be  an  unfavourable  sign  of  any  abdominal 
tumour  to  have  around  it  a  considerable  accumulation  of  fluid. 
The  malignant  diseases  of  the  abdomen — malignant  ovarian 
tumours,  malignant  tumour  of  the  uterus,  malignant  disease  of 
the  omentum — have  always,  or  almost  always,  large  quantities 
of  hydrojDeritoneal  fluid.  Hydroperitoneal  fluid  is  frequently 
found  with  ovarian  dropsy.  It  is  often,  in  this  case,  very 
difficult  to  say  whether  it  is  hydroperitoneal  fluid  or  fluid 
from  a  burst  cyst.  In  ovarian  dropsy  a  large  cyst  may  break, 
and  throw  into  the  peritoiieum  a  quantity  of  thin  serous  fluid 
which  does  not  irritate  the  peritoneum  at  all,  or  but  very 
slightly  ;  or  you  may  have  numerous  small  cysts  forming  on 
the  outside  of  the  bigger  cysts,  and  bursting  into  the  peri- 
toneum    There  is  no  doubt,  however,  that  you  have  fre- 
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quently  simple  hydroperitoneal  collections  accompanying 
ovarian  dropsy,  just  as  you  have  in  the  same  cases  frequently 
also  hydrothorax,  which  latter  cannot  proceed  from  a  burst 
cyst.  We  had  lately  in  " Martha"  a  splendid  example  of  this 
in  an  old  woman  sixty-eight  years  of  age,  in  which  there  was 
an  enormous  true  hydroperitoneal  collection.  Its  composition 
alone  almost  demonstrated  this.  In  that  woman  ovariotomy 
was  performed,  and  her  case  illustrated  an  interesting  point  m 
this  form  of  the  disease — that,  when  you  remove  the  source  of 
irritation,  the  disease  ceases.  That  old  woman  had  no  return 
of  her  hydroperitoueum  after  the  ovarian  cystoma  was  removed. 
She  left  the  hospital,  and  was  known  to  be  for  a  long  time 
afterwards  quite  well.  Solid  ovarian  tumours  are  very  rare. 
They  are  generally  malignant,  and  they  generally  are  accompanied 
by  a  large  amount  of  hydroperitoneal  fluid.  Uterine  fibroids 
S,re  not  rarely  the  cause  of  hydroperitoneal  effusion,  and  you 
find  it  in  two  forms.  On  examining  some  women  affected 
with  uterine  fibroid,  still  small,  you  can  feel  something  like 
lallottement  from  the  motion  of  a  tumour  floating  abovit  in  a 
collection  of  fluid  which  fills  Douglas's  space.  But  you  also 
have,  not  very  rarely,  large  hydroperitoneal  collections  with 
fibroids.  We  have  one  at  present  in  "  Martha,"  but  that  case 
I  shall  not  read  to  you  because  there  is  some  doubt  about  it. 
There  is  no  doubt  that  she  has  a  large  uterine  fibroid  and  a 
large  hydroperitoneal  collection,  but  there  is  considerable  doubt 
whether  she  has  not,  in  addition  to  that,  malignant  disease  in 
the  pelvis.  We  have  had  lately  in  "  Martha  "  several  cases  of 
peri-  and  para-metritis  with  hydroperitoneal  collection  ;  and 
you  know  there  is  a  disease  called  serous  perimetritis,  which 
may  be  described  as  perhaps  only  an  extreme  condition  of  the 
same,  where  the  fluid  is  contained  in  a  cyst  formed  by  peritoneal 
adhesions  and  viscera.  Chronic  peritonitis  and  tubercular  peri- 
tonitis have,  as  one  of  their  great  peculiarities,  hydroperitoneal 
collection.  Then  in  cases  of  cancer  in  the  abdomen  you  have 
often,  as  the  only  indication  of  the  disease,  a  collection  of  fluid. 
I  shall  read  an  interesting  case  of  this  kind  to  you  now — a 
case  of  cancer  beginning  somewhere  in  the  neighbourhood  of 
the  uterus,  and  producing,  as  its  only  great  indications,  degra- 
dation of  the  general  health  and  a  hydroperitoneal  collection. 
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K.  B.,  aged  thirty-nine,  married  for  sixteen  years*;  four 
children — the  last  seven  years  before  admission  to  "  Martha." 
Catamenia  began  at  sixteen,  and  are  regular.  Has  been  iu 
warm  climates.  Never  had  ague  nor  jaundice.  Liver  dulness 
natural.  Urine  acid,  1025  ;  no  albumen.  Abdomen  began  to 
swell  six  months  ago,  and  pain  also  appeared  in  the  riglit  iliac 
region.  Abdomen  vmiformly  prominent,  semi-globose  ;  dulness 
on  deep  percussion  nowhere  absolute  except  in  hypogastric 
region.  The  uterus  is  found  a  little  behind  and  above  its 
natural  position.  Behind  it  is  a  small  tender  hardness,  pre- 
sumably an  ovary.  Uterine  cavity  measures  two  inches  and  a 
quarter.  Girth  on  October  29,  1878,  thirty-nine  inches  and 
a  quarter ;  October  31,  thirty-nine  inches  and  three  quarters; 
November  2,  forty  inches  and  a  half ;  November  4,  forty-one 
inches  and  a  quarter.  November  5,  tapped,  and  nineteen  pints 
drawn  off  of  thin,  clear,  greenish-yellow  fluid ;  specific  gravity 
1020;  considerable  amoimt  of  albumen;  no  clot  forms.  The 
sediment  contains  a  few  granular  cells  twice  as  big  as  blood 
corpuscles.  After  tapping,  some  hard  masses  of  the  size  of  a 
walnut  can  be  indistinctly  felt  in  the  hypogastric  region. 
General  health  improved  after  the  tapping  ;  but  the  abdomen 
was  rapidly  refilled.  She  left  the  hospital,  and  returned  on 
January  4.  Girth  forty-five  inches  and  three  quarters.  Thirty- 
two  pints  drawn  off.  Fluid  as  before — highly  albuminous ; 
chlorides  ;  no  coagulum.  Sediment  contains  numerous  cells 
declared  to  be  cancer  cells.  Soon  after  this  she  left  the 
hospital  It  is  understood  that  subsequently  her  abdomen  was, 
in  another  place,  opened  by  exploratory  incision,  and  small 
malignant  growths  observed  in  the  lower  part  of  the  abdominal 
cavity.  She  is  reported  as  being  now  tapped  about  every  two 
months  ;  and  the  hard  masses  in  the  lower  part  of  the  abdomen 
have  increased  in  size.  Plainly  a  case  of  malignant  disease 
beginning  and  showing  itself  originally  only  by  the  hydroperi- 
toneal  collection. 

The  last  thing  I  have  to  mention  is  an  extremely  rare 
disease  in  which  hydroperitoneal  collection  forms  the  most 
prominent  feature  also — not  cancer  of  the  abdomen  or  of  any 
of  the  viscera  in  it,  but  cancer  of  the  peritoneum  itself — an 
extraordinary  disease  that  generally  advances  with  rapidity. 
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and  which  is  characterized  by  the  presence  of  a  large  quantity 
of  fluid,  by  the  absence  of  distinct  tumour,' by  the  fluid  being 
often  blood-tinted,  as  may  be  seen  if  it  is  drawn  off.  Eapidity 
of  increase  you  expect  from  the  immense  surface  which  can  be 
cancerously  infected  by  continuity  or  by  contiguity.  This 
disease  is,  from  its  acuteness  and  rapidity,  often  called  cancerous 
peritonitis,  although  there  is  no  inflammation  necessarily 
attending  it.  I  had,  some  years  ago,  a  remarkable  case  in  a 
tine,  healthy-looking,  handsome,  stout  woman,  who  came  into 
the  hospital  with  the  symptoms  I  have  described  to  you,  and 
who  in  six  weeks  died  in  a  state  of  extreme  emaciation — so 
rapidly  had  the  disease  advanced.  At  first,  in  that  case,  there 
was  nothing  but  hydroperitoneum ;  but  afterwards,  and  long 
before  she  died,  the  diagnosis  of  cancer  proper  was  made. 


LECTUEE  Xy. 


AMENOEEHCEA  AND  YIOAEIOL'S  MENSTETTATION. 

Nowadays,  we  do  not  regard  amenorrhcea  as  a  grave  disease, 
as  our  immediate  ancestors  did.  Their  views  are,  by  inherit- 
ance, represented  now  chiefly  by  the  opinions  prevalent  among 
women.  As  a  rule,  women  do,  in  all  circumstances,  regard 
amenorrhoea  as,  in  itself^  a  grave  disease,  pregnant  with  mani- 
fold and  grave  disaster.  The  erroneous  medical  opinions  of  the 
public  are  a  source  of  much  evil,  not  to  the  public  only,  but 
specially  also  to  the  profession ;  and  the  errors  have  generally 
been  impressed  on  the  public  mind  by  the  doctors  themselves, 
who  find  the  uprooting  of  them  a  very  slow  process.  Error  is 
pregnant  with  evil  fruit,  produced  now  and  ages  hence.  The 
doctors  sow  the  wind  and  reap  the  whirlwind. 

It  may  be  doubted  whether  amenorrhoea  is  ever  more  than  a 
negative  symptom.  Certainly,  except  perhaps  in  some  excep- 
tional instances,  it  should  be  regarded  neither  as  a  disease  nor 
even  a  disorder.  Often,  as  in  wasting  diseases,  it  is  a  bene- 
ficent arrangement,  saving  for  the  sufferer  a  considerable  amount 
of  energy  and  of  blood.  There  are,  indeed,  many  delicate  weak 
women  whose  health  would  be  improved  in  every  way  if  they 
had  amenorrhoea;  and  some  modern  enthusiasts  would,  for 
such  women,  recommend  the  operation  of  spaying.  Many 
cases  of  so-called  dysmenorrhoea  are  simply  cases  of  ill  health 
induced  by  menstruation;  the  weak  girl  has  no  energy  to 
spare  even  for  the  normal  process;  when  the  time  comes 
round,  she  gets  languid,  dark  areas  surround  her  eyes,  her 
back  aches,  and  she  is  a  patient ;  not,  as  she  ought  to  be,  a 
vigorous  blooming  woman,  fit  to  endure  menstruation,  and  fit 
also  to  go  successfully  through  the  tedious  processes  of  preg- 
nancy, parturition,  and  suckling.  In  such  women  menstruation 
may  be,  almost  truly,  described  as  disease,  just  as  pregnancy 
and  parturition  frequently  are. 
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I  do  not,  meantime  at  least,  teach  you  that  there  is  no  such 
disease  or  disorder  as  amenorrhcea.  The  matter  is  as  yet  not 
clear  enough  for  decided  yea  or  nay.  Two  sets  of  cases  occur 
where  the  amenorrhea  is  probably  morbid.  First :  you  meet 
with  healthy,  robust  women,  who  have  for  years  menstruated 
regularly,  and  perhaps  even  borne  a  small  number  of  children, 
and  who  now,  while  stiU  young,  do  not  menstruate.  ^  Such 
cases  of  annihilation  of  at  least  the  \dsible  parts  of  this  pro- 
cess, and  probably  also  of  the  ovulation  or  invisible  part,  seem 
to  be  no  more  :  an  arrest  of  a  function  which  is  justly  expected 
to  go  on  regularly  in  all  healthy  women,  a  sluggishness  of  the 
whole  genital  system.  Any  disease  or  disorder  complicating  such 
amenorrhcea  is  likely  to  be  regarded  as  a  cause  or  as  a  conse- 
quence of  it.  Second:  you  have  cases  of  bad  health  and 
specially  of  anaemia  or  chlorosis  where  the  disorder  is  pro- 
bably in  some  nervous  genital  centre,  and  whose  chief  manifest 
result  is  amenorrhcea.  Antemia  or  chlorosis  from  any  cause 
may  induce  amenorrhcea ;  but  there  is  a  large  class  of  cases 
where  chlorosis  seems  to  be  not  the  cause  of  the  amenorrhcea, 
but  probably  the  result  of  it,  or  rather  of  that  derangement  of 
nervous  system  which  is  evidenced  by  the  amenorrhcea  and 
chlorosis.  In  such  cases  you  expect  good  from  re-establishing 
(if  you  can)  the  menstrual  function.  Its  return  to  regularity 
seems  to  bring  with  it  a  healthy  hsematosis.  It  is  not  cases  of 
chlorosis  only,  in  which  this  kind  of  amenorrhcea  is  believed 
to  be  present,  cases  also  of  dyspepsia,  of  constipation,  of 
anorexia  nervosa,  and  of  other  nervous  disorders. 

The  commencement  of  menstruation  may  be  long  delayed, 
or  the  function  may  never  be  established — emansio  mensium — - 
a  condition  often  the  result  or  accompaniment  of  bad  health, 
always  a  very  important  matter  in  social  respects.  Such 
women  may  have  no  internal  genital  organs^  or  only  part  of 
them,  or  only  imperfectly  developed  organs ;  and  there  may  be 
no  ground  for  suspecting  imperfection,  the  women  being  vigorous, 
and  in  all  other  respects  fine  specimens  of  the  race.  Of  this 
you  may  remember  a  case  lately  in  "  Martha,"  where  we  could 
detect  no  genital  organs  internally  by  careful  examination. 
Treatment  for  emansio  is  generally  set  agoing  early  and  pursued 
diligently ;  and  soon  the  question  arises,  how  long  is  it  to  be 
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pursued  ?  There  is  little  difficulty  in  the  earher  years  if 
the  girl  is  chlorotic  or  otherwise  in  bad  health,  for  these  condi- 
tions urge  the  practitioner.  There  is  little  difficulty,  also,  if 
the  girl  is  ill  developed  in  her  general  bodily  figure,  if  she  is 
still  plainly  a  mere  girl.  But  it  soon,  in  all  cases  of  entire 
absence  of  menses,  becomes  desirable  to  know  whether  or  nob 
she  can  menstruate  or  should  be  expected  to  menstruate ;  and 
this  especially  in  robust  healthy  women.  In  any  case  it  is 
common  to  delay  local  examination  till  the  age  of  nineteen  or 
twenty  is  reached,  and  then  it  is  done  only  witlr  tlie  approval 
of  the  patient.  But  necessity  for  examination  may  be  preci- 
pitated by  a  proposal  of  marriage.  A  woman  is  not  wise  to 
marry  who  has  imperfection  of  the  genital  organs.  In  ordinary 
circumstances  regular  menstruation  is  held  as  sufficient  evidence 
of  perfection.  When  menstruation  has  not  been  commenced 
it  is  necessary  to  make  examination  to  ascertain  if  they  are 
perfect  in  form  and  size  so  far  as  examination  can  decide.  If 
they  are  well  sized  and  well  formed  it  is  still  a  matter  for  con- 
sideration whether  or  not  the  married  state  should  be  entered 
upon.  Were  it  certain  that  a  woman  who  has  never  menstruated 
cannot  bear  a  child,  she  should  not  be  married  ;  but  it  is  known 
that,  while  pregnancy  is  not  to  be  expected,  it  yet  may  occur 
and  be  successfully  carried  on. 

I  have  said  that  the  establishment  of  menstruation  is  held, 
in  ordinary  life,  as  sufficient  evidence,  that  a  woman  is  mar- 
riageable so  far  as  her  genital  organs  are  concerned.  But  this 
is  not  a  warranted  conclusion,  and  it  remains  as  a  practical 
guide,  only  because  imperfection  is  very  uncommon,  and  still 
more  rare  in  women  who  menstru.ate.  It  is  a  very  interesting 
and  still  unsolved  question — how  small  a  womb  can  be  suc- 
cessfully pregnant.  Certain  it  is  that  a  very  small  one  may 
be  unsuccessfully  jDregnant.  Long  ago  I  published  a  case, 
•where  the  womb  was  well  ascertained  to  be  not  above  two 
inches  in  length  from  os  externum  to  inside  of  fundus.  This 
woman  was  repeatedly  pregnant,  and  had  early  abortions,  and 
in  one  of  these,  which  I  examined,  there  was  marked  hypo- 
plasia of  the  decidua.  Under  the  influence  of  repeated  preg- 
nancies the  woman's  womb  did  not  increase  in  size — it  remained 
an  under-sized  organ.    It  has  been  fondly  imaguied  that  a 
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^yomb  may  be  made  to  grow— a  natural  or  healthy  growth— 
;aud  to  menstruate— not  merely  bleed  a  little— by  irritating  it 
with  intra-uterine  pessaries:  but  there  appears  to  me  no 
rationality  in  such  expectations,  and  I  advise  you  not  to 
resort  to  such  treatment.  There  are  other  evident  objections 
to  it  besides  the  danger  of  it  inducing  inflammation,  and  even 
•causing  death.  If  repeated  pregnancy  do  not  make  a  womb 
grow  to  its  natural  bulk,  a  rod  of  metal  inserted  into  it  is  not 
likely  to  make  it  grow,  or  to  do  anything  but  harm. 

While,  Avith  the  restriction  stated,  regular  menstruation  is 
held  as  evidence  of  marriageableness  or  nubility,  you  must  not 
hold  that  absence  of  menstruation  is  proof  of  the  opposite. 
A  woman  may  have  every  quality  or  attribute  of  marriage- 
ableness who  menstruates  irregularly,  or  rarely,  or  even  who  has 
never  menstruated  at  all. 

The  commonest  form  of  amenorrhoea  is  that  of  young  girls 
still  in  their  teens,  or  only  lately  past  them,  with  chlorosis  or 
iireen  sickness,  as  well  as  cessation  of  menstruation ;  and,  what- 
■ever  may  be  the  true  theory  of  such  cases,  we,  in  practice, 
regard  and  treat  them  simply  as  cases  of  chlorosis.  The  condi- 
tion is  very  frequent  among  girls  brought  from  the  country  to 
boarding-schools  in  town,  or  to  domestic  service ;  both  modes 
of  life  implying  a  large  amount  of  work,  with  deficiency  of 
open  fresh  air  and  of  bodily  exercise.  In  whatever  manner 
produced,  the  disease  is  of  great  importance,  leading,  as  it 
sometimes  does,  to  disease  of  the  heart,  to  renal  disease,  or  to 
phthisis  pulmonalis. 

The  girl  becomes  languid,  the  skin,  especially  of  the  face, 
beconimg  pale  and  dull,  or  even  very  slightly  greenish,  the  lips 
;and  mucous  membranes  generally  pale,  the  appetite  bad  or 
■curious,  the  tongue  foul,  the  bowels  torpid,  the  feeces  scanty, 
dark-coloured,  ]^ard,  the  pulse  quick,  the  heart  easily  made  to 
palpitate,  the  breath  easily  made  short.  Sometimes  there  is 
puffiness  of  the  face,  and  particularly  of  the  eyelids ;  and 
sometimes  anasarca,  affecting,  of  course,  chiefly  the  lower 
limbs.  This  state  may  disappear  quickly,  or  be  easily  cured ; 
or  it  may  persist  long,  or  be  only  partially  cured.  Some  cases 
■do  not  get  right  till  after  one  or  more  pregnancies.  Some 
■cases  become  inveterate,  or  are  so  from  the  first — and  there 


126    AMENORRHGEA  AND  VICARIOUS  MENSTRUATION. 


have  been  found,  in  some  rare  instances  of  this  kind,  mal- 
formations of  internal  organs,  specially  of  the  heart  and 
great  arteries. 

Of  quite  another  pathology  are  cases  of  what  is  called  sup- 
pression of  menses.  This  has  nothing  to  do  with  anasmia  or 
chlorosis,  but  rather  with  morbid  congestion  or  inflammation 
of  the  internal  genital  organs.  A  girl  in  the  early  days  of 
menstruation,  or  in  the  days  immediately  preceding,  is  exposed 
to  cold,  it  may  be  has  had  wet  and  cold  feet :  the  flow  of 
menses  is  quickly  and  prematurely  arrested,  or  does  not  come 
on  :  there  is  more  or  less  pain  in  the  lower  belly  and  sacrache : 
there  may  be  more  or  less  of  fever.  Amenorrhoea  thus  sud- 
denly begun  may  not  recur,  or  it  may  persist  for  many  months, 
or  instead  of  amenorrhoea  there  may  be  great  irregularity  of 
menstruation. 

Such  cases  are  to  be  managed  and  treated  as  cases  of  more 
or  less  grave  inflammation — confinement  to  bed,  laxatives, 
diaphoretics,  poulticing  the  hypogastrium.  Free  loss  of  blood 
by  menstruation  is  desirable,  and  the  poulticing  may  favour  it ; 
or,  if  it  does  not  come,  three  or  four  leeches  may  be  applied  to 
the  perineum.  When  the  next  molimen  menstruale  shows 
itself,  great  care  is  to  be  taken  to  encourage  the  appearance  of 
the  menses  and  promote  copious  flow,  by  rest  and  warmth. 

The  aim  of  treatment  in  amenorrhoea  by  suppression  is  to 
moderate  or  diminish  congestion.  In  ordinary  amenorrhoea, 
from  uterine  sluggishness,  or  from  chlorosis,  the  aim  is  to  stimu- 
late the  generative  organs,  to  produce  or  increase  congestion. 
Cases  of  this  latter  kind  may  be  completely  amenorrhoea],  or 
the  menses  may  be  scanty,  or,  instead  of  bloody  discharge, 
there  may  be  only  temporarily  increased  mucous  discharges — 
whites.  There  may  be  a  molimen  or  no  molimen.  "Wlien 
there  is  said  to  be  a  molimen  or  attempt,  tlie  girl  expects  the 
flow,  or  knows  by  her  feelings  that  it  should  come  :  the  feelings 
being  scarcely  describable,  often  backache  or  sacrache,  or  aching 
in  the  thighs,  or  headache,  peculiar  feelings  in  the  throat,  dark 
areas  appearing  around  the  eyes.  All  this  is  regarded  surely 
as  a  molimen  if  it  comes  at  the  proper  calculated  monthly 
time.  In  the  worst  cases  there  is  no  evidence  of  molimen 
whatever. 
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If  there  is  a  molimen  it  is  common  to  invite  the  flow  Idj 
treatment— popular,  old,  sanctioned  by  Hippocrates.  The  feet 
are  plunged  in  water  as  hot  as  it  can  be  borne,  and  it  is 
common  to  make  the  stimulus  more  lasting  by  adding  mustard 
to  it  After  this  pediluvium,  the  girl  is  made  warm  m  bed 
and  has  a  pretty  strong  dose  of  alcohol  in  some  pleasant  form 
—gin  and  hot  water  and  sugar  being  a  favourite;  and  it  gets 
the  errand  medical  designation  of  a  diffusible  stimulant.  Often 
this  is  followed  by  the  desired  result.  The  modern  introduction 
of  hip-baths  has  led  to  the  frequent  substitution  of  these  ror 
the  Hippocratic  pediluvium,  and  I  believe  this  is  a  mistake  ; 
it  is  the  pediluvium  that  has  virtue,  not  a  full  bath  nor  a  hip- 
bath. 

In  addition  to  this  treatment  of  the  molimen  it  is  common 
to  give  for  two  or  three  days,  that  is,  while  the  molimen  lasts, 
some  other  stimulant  wliich  appears  to  favour  the  appearance 
of  the  flow  or  to  increase  its  quantity.  There  are  many  in  use. 
That  which  I  like  best  is  oil  of  pennyroyal,  a  drop  or  two,  in 
some  vehicle  several  times  a  day. 

When  a  woman  has  the  molimen  she  is  held  to  be  truly 
menstruating  in  all  respects  except  that  blood  does  not  flow. 
Treatment  may  be  useful,  and  be,  in  a  very  limited  sense, 
described  as  emmenagogue,  driving  out  the  menses. 

When  there  is  no  molimen  you  are  told  to  treat  by  emme- 
nagogues,  and  I  believe  this  is  not  desirable.  There  are  indeed 
no  emmenagogues,  for  that  word  implies  not  mere  favouring  an 
expected  and  imminent  flow  as  announced  by  a  molimen,  but 
the  production  of  menstruation,  molimen,  flow,  and  ovulation, 
all  together  by  specific  medicines,  not  by  erotic  excitement  or 
improvement  of  health. 

If  you  give  an  amenorrhcBal  woman  savine  or  cantharides 
in  large  doses,  the  most  powerful  of  so-called  emmenagogues, 
you  may,  no  doubt,  cause  blood  to  flow  from  the  womb  ;  but 
this  is  not  only  a  caricature  of  menstruation,  it  is  also  an 
unmixed  injury  to  the  woman.  The  same  medicines  given  to 
man  or  woman  may  cause  strangury  and  haematuria.  and  that 
is  not  menstruation  ;  nor  is  metrostaxis  or  bloody  flow  from 
the  womb.    Equally  unreasonable  are  attempts  to  induce  men- 
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struation  by  scarifying  the  cervix  uteri,  or  by  cupping  the 
interior  of  the  body  of  the  uterus.  * 

I  liave  told  you  that  we  do  not  know  any  drug  that  lias  a 
really  emmenagogue  action  in  the  sense  of  originating  or 
favouring  the  healthy  complex  proceedings  of  which  menstrual 
flow  is  a  part.  The  Pharmacopoeia  has  many,  but  they  are 
not  to  be  trusted,  rather  eschewed.  The  only  emmenagogue 
medicine  that  I  know  is  not  to  be  found  in  the  Pharmacopceia ; 
it  is  erotic  excitement. 

Of  the  value  of  erotic  excitement  there  is  no  doubt,  but  it 
is  only  in  a  modified  and  carefully  considered  way  that  you 
can  use  it  remedially.  There  are  many  points  at  which 
medicine  and  morals  come  into  contact,  and  their  consideration 
is  most  important.  A  long  lecture  might  indeed,  with  great 
advantage,  be  given  to  you  describing  the  mutual  relations  of 
the  one  to  the  other,  and  especially,  with  a  view  to  our  present 
subject,  the  therapeutical  power  of  medicine  in  morals.  I  pass 
it  all  over,  only  asking  you  to  be,  in  a  high  sense,  wise  in  your 
meddling  in  such  matters. 

In  ordinary  practice  the  physician  trusts  almost  exclusively 
to  means  for  restoring  and  maintaining  general  health,  and  in 
particular  to  remove  the  chlorotic  condition  or  restore  the 
function  of  blood-formation.  He  has  to  enter  fully  into 
matters  of  education — of  diet — of  regimen.  He  regulates  the 
bowels  by  what  are  called  warm  purgatives — myrrh  and  aloes. 
He  persistently  administers  chalybeates  in  varied  forms. 

The  woman's  plan,  or  her  mother's  or  guardian's,  is  to  re- 
establish menstruation,  being  sure  that,  if  this  is  done,  all  will 
be  right,  all  disorders  will  disappear.  The  wise  practitioner 
does,  in  most  cases,  recognise  the  restoration  of  menses  as  the 
harbinger  of  cure  of  all  the  intertwined  disorders;  but  his 
theory  is  not  that  of  the  mother  or  guardian.  His  plan  is  to 
re-establish  the  general  health,  being  sure  that,  when  this  is 
done,  menstruation  will  reappear  and  the  connected  disorders 
disappear. 

Finally,  remember  that  sometimes,  in  chlorotic  cases,  me- 
norrhagia  takes  the  place  of  amenorrhoea  ;  and  this  kind  of 
case  is  worse  than  the  amenorrhoeal.  The  watery  blood  Hows 
too  copiously.    The  watery  blood  favours  the  menorrhagia,  and 
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the  menorrhagia  increases  tlie  wateriness  of  the  blood.  A 
vicious  circle. 

Before  concluding  I  shall  add  a  few  remarks  on  vicarious 
menstruation.  Lately  we  had  a  case  sent  ns  of  a  young  girl 
Avliose  adviser  regarded  a  recurrent  copious  spotted  purpura  as 
an  example  of  the  disease  ;  and  as  an  object  of  interest  we 
kept  her  in  "  Martha  "  for  many  weeks.  The  pm-pura  quickly 
ilisappeared  under  our  good  diet;  but  the  girl  did  not  men- 
struate, and  there  was  also  no  reappearance  of  tlie  rash. 
Besides,  its  history  showed  no  regular  periodicity. 

It  was  long,  and  till  recent  times  generally,  believed  that  by 
menstruation  a  woman  got  rid  of  some  poison,  and  that  Nature, 
failing  to  get  it  out  in  the  natural  way,  sometimes  succeeded 
in  eliminating  it  by  bleeding  from  a  vicarious  channel — the 
skin,  an  ulcer,  the  stomach,  the  lungs,  or  any  part.  This  was 
vicarious  menstruation ;  and  in  my  opinion  it  is  high  time  to 
give  up  the  whole  disease  as  a  tissue  of  error  if  not  of 
alisurdity.  I  have  all  my  life  been  on  the  look-out  for  it,  but 
I  have  never  seen  an  example,  and  do  not  expect  to  do  so. 
Many  cases  so  called  have  been  brought  under  my  notice,  but 
none  have  survived  a  criticism  of  the  simplest,  not  of  a  rigo- 
rous, kind.  Some  cases  have  been  coincidences,  some  bad  or 
not  sufficiently  careful  observations,  some  ludicrous  mistakes. 
Of  these  last  I  may  mention  one  sent  to  me  by  an  eminent 
obstetrical  friend  who  knew  my  incredulity.  She  had  had 
amenorrhoea  for  six  mouths,  and  had  spat  blood,  it  was  said, 
every  four  weeks  during  the  same  six  months.  I  asked  her  to 
come  to  me  when  the  haemoptysis  returned.  She  did  come, 
but  the  haemoptysis  had  not  returned.  She  said  it  did  not 
regularly  come  at  the  four-week  times,  and  she  expected  it 
soon.    T  found  her  seven  months  pregnant  and  in  perfect  health. 

Xo  doubt  bleedings  may  occur  at  what  should  be  menstrual 
times,  or  at  actual  menstrual  times,  but  that  is  far  from  being 
any  kind  of  menstruation  or  representation  of  it.  If  there  is 
a  surface  weak  or  predisposed  to  bleed,  it  may  bleed  during 
the  excitement  of  a  period,  especially  if  it  is  the  case  that 
before  or  at  the  time  the  general  blood-pressure  is  increased. 
Such  bleeding  is  not  vicarious  menstruation  in  any  sense 
worthy  of  consideration. 
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ON  MENOERHAGTA. 

It  is  a  matter  of  course  that  I  shall  go  over  this  subject  as 
we  have  seen  it  illustrated  in  "  Martha,"  or  as  I  see  it  illustrated 
in  my  own  practice ;  and  I  say  this,  because,  if  you  look  into 
the  books,  you  will  see  descriptions  of  menorrhagia  as  divided 
into  two  kinds — active  and  passive.  I  know  notliing  of  this 
distinction.  You  will  find  also  a  distinction  drawn  according 
as  the  discharge  is  of  menses  or  of  blood ;  but  I  know  notliiug 
of  this  distinction.  I  know  of  menses,  and  other  slight  losses 
of  blood  from  the  interior  of  the  womb  are  the  same  thing  as 
menses  in  physical  characters.  Then,  again,  you  will  read  in 
books  accounts  of  symptoms,  I  know  of  no  symptoms  except 
such  as  are  produced  by  loss  of  blood ;  that  is  to  say,  I  know  no 
special,  still  less  any  essential,  symptoms  of  menorrhagia,  as 
distinguished  from  any  other  loss  of  blood. 

In  all  your  studies,  with  a  view  to  practice,  I  urge  upon  you 
the  importance  of  attending  to  the  theory  of  nomenclature, 
because  a  great  deal  of  misleading  arises  from  neglect  of  this. 
It  is  well  known  to  be  a  common  proceeding  with  inferior  prac- 
titioners to  treat  a  disease  according  to  its  name,  but  the 
dangerous  influences  of  nomenclature  spread  wider  than  the 
narrow  limit  of  bad  practitioners.  The  best  names  given  to 
diseases,  are,  upon  the  whole,  those  that  have  no  scientific 
meaning,  that  imply  almost  nothing ;  these  are  the  least  mis- 
leading. A  common  mode  of  naming  a  disease  is,  as  in  the 
example  before  us,  by  its  chief  symptom.  Menorrhagia  is,  for 
many,  a  name  for  all  cases  where  there  is  copious  external  loss 
of  blood  at  monthly  times.  But  you  have  here  an  illustration 
how  much  or  how  little  may  be  conveyed  by  a  name,  for  a 
disease,  which  is,  in  many  cases,  essentially  a  menorrhagia,  is 
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called  h^ematocele ;  and  if  you  are  to  have,  a  correct  view  of  this 
oreat  disease  you  must  keep  in  mind  that  in  a  great  number  of 
cases  it  is  a  menorrhagia,  as  you  have  already  learned  from  the 
cases  you  have  seen  in  « Martha."  Menorrhagia  and  metror- 
rhagia are,  in  the  immense  majority  of  cases,  not  truly  names  ot 
diseases,  but  names  of  signs. 

A  very  important  part  of  this  lecture  I  devote  to  what 
menorrhagia  is  not.  '  Many  of  the  things  that  it  is  not  I  shall 
merely  mention ;  others  I  shaU  speak  of  at  greater  length. 

men  you  are  called  to  a  case,  all  the  diseases  I  shall  name 
should  be  made  to  run  through  your  mind ;  for,  as  I  have 
already  told  you,  if  you  do  not  think  of  the  diseases,  of  any  of 
which  a  case  may  be  an  example,  you  are  very  unlikely  to  diag- 
nosticate the  case  properly ;  so  seldom  is  a  direct  mode  of  diag- 
nosis available. 

If  a  woman  has  menorrhagia  or  metrorrhagia,  she  may  have 
a  threatened  abortion,  or  a  threatened  miscarriage,  or  a  polypus. 
She  may  have  a  uterine  fibroid,  a  uterine  cancer,  or  merely  a 
catarrh  of  the  neck  of  the  womb,  or  an  abraded  condition  of  the 
neck  of  the  womb,  which  may  be  confined  to 'that  part  or  spread 
beyond  it.  But  there  are  more  recondite  conditions  which  you 
must  also  keep  in  mind  when  you  are  diagnosing  a  case  in 
which  there  is  menorrhagia  or  metrorrhagia. 

One  of  these  is  endometritis,  of  which  loss  of  blood  is  a 
symptom,   sometimes  called  pseudo-menstruation.    A  case, 
probably  of  this  kind,  where  the  discharge  had  lasted  four- 
teen years,  a  few  days  ago  ran  away  from  "Martha,"  being 
obliged  to  look  after  her  husband.    That  case  was  probably 
one  of  fungous  or  hsemorrhagic  endometritis  ;  but  the  diagnosis 
was  not  completed.    In  many  cases,  as  you  have  often  seen 
illustrated,  perimetritis  and  parametritis  induce  pseudo-men- 
struation, probably  by  producing  congestion,  if  not  inflammation, 
of  the  mucous  membrane  of  the  cavity  of  the  body  of  the  uterus. 
This  spreading  of  irritation  to  neighbouring  organs  is  not 
confined  to  the  uterus,  for  you  frequently  observe  it  in  the  case 
of  the  bladder.    The  bladder  may  be  distorted  into  any  shape, 
squeezed  up  into  any  corner,  without  any  vesical  symptom  being 
produced ;  but  in  cases  of  parametritis  and  perimetritis  it  is  a 
compion  occurrence  to  have  irritable  bladder;  the  irritation 
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being  communicated  to  the  slightly  displaced  and  confined  or^an 
from  the  neighbouring  inflammation.  Ovaritis,  of  which  you 
have  seen  many  cases  in  "  Martha  »  is  very  often  accompanied 
by  prolonged  menstruation  ;  and  in  most  cases  tenderness  of 
the  cavity  of  the  body  of  the  uterus  indicates  that  there  is  a 
degree  of  endometritis  accompanying  the  ovaritis.  Vaginitis  of 
certain  kinds,  as  I  pointed  out  in  a  recent  lecture,  is  not  a  rare 
cause  of  loss  of  blood  :  and  other  morbid  conditions  of  the 
vagina  produce  what  passes  as  menorrhagia.  A  rare  case  of  this 
kind  is  well  worth  mentioning.  I  was  called  in,  not  long  ago, 
to  a  young  lady  about  twenty-five  years  of  age,  who  was  wfth 
very  great  difficulty  induced  to  seek  advice  for  what  she  herself 
and  her  physician  regarded  as  a  very  insignificant  menorrhagia. 
She  was  never  well.  Ordinary  remedies  having  completely  failed, 
she  very  properly  submitted  to  a  vaginal  examination,  and  on 
the  middle  of  the  posterior  wall  of  the  vagina  there  was  detected 
a  small  growth,  soft  and  about  the  size  of  a  split  pea.  It  was 
not  tender,  but  it  had  a  suspicious  feeling  which  I  find  it  im- 
possible to  describe.  As  soon  as  it  was  ascertained  that  it  was 
growing  I  destroyed  it  by  a  strong  caustic.  At  that  time  there 
was  no  disease  discoverable  but  this  little  tumour ;  but  within 
three  months  the  patient  was  dead  from  a  cancer  of  the  whole  of 
the  lower  part  of  the  pelvis,  which  began  in  the  way  I  have 
mentioned. 

A  very  important  source  of  deception  I  must  now  mention 
and  impress  upon  you,  because  it  is  not  generally  known. 
Bleeding  often  takes  place  from  surfaces  which  are  merely 
tender — which  can  scarcely  be  called  diseased.  These  are 
found  around  the  orifice  of  the  urethra  and  that  of  the  vaaina. 
In  one  sense,  cases  of  this  kind — and  they  occur  both  in  young 
and  old — are  very  trivial ;  but,  if  you  consider  the  anxiety  of 
mind  and  annoyance  caused  by  such  loss  of  blood,  you  will  see 
that  it  is  important ;  and,  for  the  success  of  a  practitioner,  such 
■cases  may  be  critical.  I  can  best  illustrate  this  by  cases.  A 
young  sterile  married  lady  consulted  me  for  what  she  called 
menorrhagia,  which  never  came  on  while  she  was  at  rest,  but 
■only  when  she  walked.  She  had  confined  herself  to  the  sofa  to 
restrain  it.  When  she  consulted  me  I  could  find  nothing  the 
matter  with  her.    At  my  wits'  end,  I  insisted  upon  her  walking 
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and  coming  to  me  ^vhile  the  bleeding  was  going  on.    It  was 
then  for  the  first  time,  that  I  made  quite  sure  that  she  did 
and  I  found  the  bleeding  sliglit  in  amount  and  coming 
from  around  the  orifice  of  the  urethra.    Now,  this  ^^^^^  fj^ 
of  blood  is  still  more  alarming  in  an  old  woman  tor  reasons 
you  well  know,  and  I  have,  in  several  such  ■  cases,  been  -  able  to 
seta  patient's  mind  at  rest  by  seeing  the  blood  running  from 
tender  spots  around  the  urethral  or  vaginal  orifices,     i  ns  is 
not  new  to  you,  for  I  have  pointed  out  to  you  examples  m 
"  Martha,"  in  which,  when  those  parts  were  visually  examined, 
there  was  a  little  bleeding  from  the  mucous  membrane  near  the 
orifice  of  the  vagina.     In  some  this  results  from  walking,  m 
others  from  no  discoverable  cause.    In  all  it  has  been  cured  by 
mild  astringent  lotions  to  harden  the  parts.    Another  source 
will  occur  to  vou  in  newly  married  women.    The  husband  will 
come  to  you.  saying  that  his  wife  is  menstruating  profusely,  and 
you  find  that  this  arises  from  lacerative  injury  due  to  sexual 
connexion.    A  limited  and  otherwise  symptomless  vaginitis  m 
an  old  woman  may  bleed  alarmingly.    A  very  small  lupous 
ulceration  of  the  pudendum  or  a  larger  one  may  bleed  or  even 
fiood  profusely.    The  following  case  occurred  lately  m  my 
practice  :  a  recently  married  lady  was  excessively  (and  unjustifi- 
ably so)  annoyed  at  a  certain  loss  of  blood  from  the  vagina,  only 
when  on  horseback.    She  said  that  "  whenever  she  went  to  ride 
in  the  Park  her  monthly  period  came  on."     She  had  had  drugs 
and  local  treatment  for  it,  in  vain.     On  examining  I  could  see 
a  slightly  reddish  part  of  the  vagina,  from  which,  when  exposed 
to  view  through  speculum,  blood  was  seen  oozing.    She,  at  first 
derisively  rejected  my  diagnosis  and  pathology  ;  but  by  a  mild 
astringent  lotion  she  was,  after  some  weeks,  cured  and  confessed 
her  folly.    I  did  not  ask  her  to  give  up  horse-riding. 

Varicose  veins  in  the  vulva  are  not  very  rare  in  women  who 
have  had  large  families,  and  sometimes  they  occur  even  in 
sterile  women.  They  may  burst  or  be  opened  by  injury,  and 
the  bleeding  from  them  is  sometimes  fatal. 

Now,  all  these  conditions  that  I  have  gone  over  are  very 
naturally  confused  with  menorrhagia  and  metrorrhagia  until 
a  careful  diagnosis  is  made  ;  and  sometimes  this  careful  diag- 
nosis is  never  made,  and  the  case  is  mismanaged,  or,  if  success- 
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fully  managed,  it  is  a  matter  of  mere  good  luck,  not  of  intelligent 

Eefore  going  further  I  must  tell  you  the  distinction  of  menor- 
rhagia  from  metrorrhagia  ;  or,  rather,  I  must  tell  you  the  want 
of  distinction  for  that  is  as  important  as  the  positive  side  of 
the  matter.    A  case  is  one  of  menorrhagia,  and  this  includes  an 
important  class  of  diseases,  when  there  is  nothing  to  account 
for  the  excessive  loss  of  blood,  and  when  there  is  every  reason 
to  presume  that  the  bleeding  is  menstrual— that  is  from  the 
interior  of  the  body  of  the  uterus,  at  the  usual  monthly  times 
and  with  the  usual  menstrual  symptoms.  If  you  have  all  these' 
conditions  combined,  the  case  is  then  justly  named  menorrhagia. 
When  you  have  absence  of  indications  that  the  bleeding  accoV 
panies  ovulation,  then  you  call  it  metrorrhagia ;  but  the  dis- 
tinction is  not  really  of  great  importance.    In  no  case  is  the 
distinction  scientifically  sure,  but  in  many  it  is,  for  practical 
purposes,  sure  enough,  and,  when  it  is  made  out,  it  helps  you  to 
be  an  intelligent  practitioner  in  any  particular  case. 

Suppose,  then,  that  you  have  a  case  of  this  kind  before  you— 
one  that  is  not  to  be  passed  over  by  writing  a  prescription  and 
talking  to  the  patient,  as  very  many  are— you  must  then  inquire 
into  the  following  particulars  carefully  and  minutely.  First,  as 
to  the  quantity  lost.  "With  regard  to  this,  every  individual'  is, 
to  a  great  extent,  a  rule  for  herself.  What  in  one  woman  would 
be  menorrhagia  would  in  another  be  classed  as  amenorrhcea ;  so 
great  are  the  variations  within  the  limits  of  health  in  different 
women.  Indeed,  it  would  be  difficult  to  say  that  there  is  any 
certain  limit  as  to  greatness  of  quantity  except  that  of  influenc- 
ing the  general  health.  I  have  seen  many  cases  described  as 
alarming  menorrhagia  in  which  it  was  only  necessary  to  inspect 
what  came  away  in  order  to  make  them  appear  ridiculous.  You 
must  not  treat  a  case  for  long  without  seeing  the  discharge  for 
yourself,  to  judge  its  amount.  A  common  way  of  measuring 
the  quantity  is  by  the  number  of  cloths  or  diapers  a  woman 
requires  during  twenty-four  hours.  Second,  the  presence  of 
clots  and  the  size  of  the  clots  must  be  inquired  into.  Third, 
the  time  during  which  the  flow  goes  on  is  important,  for  you 
can  easily  see  that  length  of  time  may  make  a  common  men- 
struation of  the  utmost  importance,    Witliin  moderate  limits, 
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..f  of  time  every  individual  is  a  law  to  lierself. 
lUr?ou"-  nto'the  quality  of  the  discharge  not 
only  as 't"  the' presence  of  clots,  hut  as  to  ^d.ether  it  is 
de  Led  hlood  or  not,  hright  red,  or  chocolate-colourec^ 
TL  coffee-grounds.  With  regard  to  this  hrown  U^^^^^^ 
you  must  rememher  that  a  very  small  clot  will,  by  f^^f^^^'J 
dissolving  stain  for  a  long  time  the  mucous  discha  ge 
tm  a  patient,  and  may  deceive  her  into  thinking  hat 

.he  is  continually  losing  blood,  -^--^  .f  ^^^^^^^^ii t^' 
intelligently  regarded,  may  be  quite  msignihcant.    Ihen,  hf  h, 
you  must  inquire  into  the  interval  or  time  of  recurrence.  And, 
such  is  the  extreme  anxiety-the  injudicious  over-care-mani- 
fested  by  many  women,  and  by  many  mothers-that  you  will 
often  be  consulted  about  cases  called,  or  held  to  be,  menorrhagia, 
where  the  recurrence  is  only  a  few  hours  or  a  day  or  two  before 
the  time  regarded  as  proper ;  and  I  must  ask  you  not  to  yield 
yourselves  as  abettors  of  any  such  nonsense,  while  at  the  same 
time  you  do  not  fail  to  be  kind  and  considerate  of  the  feelings 
of  your  patients.    Such  a  variation  is  not  a  morbid  condition, 
and  is  not  to  be  tieated  by  drugs.    But  if  the  recurrence  is 
oreatiy  in  advance  of  the  usual  and  proper  time,  then  you  may 
have  to  consider  the  whole  circumstances  of  the  case  with  a 
view  to  its  proper  management  or  treatment.    Lastly,  a  most 
important  particular  is  whether  the  loss  is  injuriously  affecting 
the  woman's  health :  it  may  do  this  without  producing  evident 
aniemia ;  if  it  does  also  produce  anajmia,  there  is  no  need  of 
further  proof  that  it  is  producing  constitutional  mischief. 

When  you  are  considering  the  pathology  of  a  simple  menor- 
rhagia or  metrorrhagia,  what  points  are  you  to  study  ?  You 
think  of  congestion  of  the  uterus  or  of  increase  of  the  blood- 
pressure  ;  and  you  may  be  sure  that  whatever  part  is  weakest 
under  the  influence  of  blood-pressure  will  be  the  furst  to  yield. 
In  most  people,  especially  in  youtii,  the  Schneiderian  membrane 
is  the  weakest  part,  and  yields.  In  old  people  this  yielding  of 
the  Schneiderian  membrane,  and  consequent  epistaxis,  is  often 
an  extremely  fortunate  occurrence,  saving  them  from  the 
disastrous  effects  which  are  sure  to  follow  the  occasionally 
alternative  yielding  of  some  atheromatous  vessel  in  the  brain. 
Many  cases  of  menorrhagia  and  metrorrhagia  at  all  periods  of 
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life  arc,  no  doubt,  analogous.  Congestion  of  the  uterus  occurs, 
periodically,  as  you  Icnow,  in  the  menstrual  periods  of  women  • 
It  occurs  occasionally  iu  the  old,  and  also  in  the  very  youno' 
The  spurious  menstruation  of  infants  almost  certainly  depend"^ 
upon  a  uterine  congestion,  very  like  that  which  occurs  in  adult 
women— a  curious  pathological  condition,  which  has  its  analorrue 
m  the  congestion,  secretion  of  milk,  and  sometimes  even  absces.s 
m  the  mammai,  of  infants  of  both  sexes. 

Then  you  think  of  relaxation  of  the  uterus.  On  examinino- 
women  who  are  menstruating  the  uterus  is  found  to  be  bulky, 
soft,  and  its  os  somewhat  more  open  than  usual;  and  this' 
condition  may  proceed  to  an  exaggerated  degree,  in  menorrhagia 
and  metrorrhagia ;  indeed,  in  some  cases  there  is,  even  in  the 
virgin  uterus,  a  dilatation  of  the  whole  uterus  much  beyond  its 
natural  dimensions,  and  the  formation  of  a  soft  clot  in  its  inside. 
This  dilatation  occurs  more  frequently  in  women  who  have  had 
children  than  in  those  who  have  not;  but  its  occurrence,  even 
in  virgins,  has  been  verified  post-mortem,  and  in  such  cases  the 
presence  of  the  clot  in  the  uterus,  if  it  is  at  all  long  retained, 
becomes  a  source  of  irritation,  and  leads  to  persistence  of  the 
bleeding. 

Next,  you  must  think  of  the  state  of  the  blood;  and  this 
important  subject  I  must  dismiss  in  a  few  words.  When  a 
woman  is  chlorotic  she  fortunately  has  generally  amenorrhcea, 
but  if  not,  she  will  be  very  liable  to  have  menorrhagia.  And 
you  have  here  an  illustration  of  a  vicious  pathological  circle. 
The  menorrhagia  increases  the  chlorosis,  and,  vice  versa,  the 
chlorosis  aggravates  the  menorrhagia. 

Lastly,  the  condition  of  the  bleediug  surface  must  not  be 
neglected  ;  and  it  is  almost  certainly  very  different  in  the  young 
from  what  it  is  in  the  old.  In  the  former  you  have  probably 
a  very  much  healthier  tissue-condition  than  in  the  latter.  In 
both,  no  doubt,  you  have  the  bleeding  surface  iu  a  state  of 
partial  denudation ;  and  in  the  old  you  probably  have  other 
senile  conditions  added  to  the  state  of  superficial  denudation 
which  occurs  in  all  menstruating  women.  In  fatal  cases  the 
mucous  membrane  of  the  cavity  of  the  body  of  the  uterus  has 
been  found  sometimes  partially  separated,  and  it  has  also  been 
found  to  contain  small  disseminated  ccchymoses. 
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Now  for  an  enumeration  of  the  varieties  of  true  menorrhagia 
In  the  very  young  you  are  liable  to  have  it  with  the  hrsl 
appearance  of  the  menses.  I  have  seen  a  young  J^;'; 
ever  afterwards  menstruated  naturally,  at  the  point  of  death 
from  excessive  lu^morrhage  at  her  first  menstruation  In  some 
fatal  cases  there  has  been  noticed  a  condition  of  scorbutus  or  ot 

ha?mophilia.  .      .  . 

In  the  newly  married  you  find  a  common  menorrhagia  ansm, 
from  the  recent  marriage.  The  woman  supposes  herself  to  be 
precrnant,  passes  her  usual  time  a  period  of  weeks  or  even 
months,  and  then  has  a  profuse  menorrhagia,  which  she  taloes 
for  a  miscarriage;  and  you  must  be  on  your  guard  against  the 
peculiar  pride  of  sterile  women,  who  boast  of  this  as  a  mis- 
carrian-e,  in  order,  apparently,  to  save  themselves  from  what  they 
consider  the  discredit  of  absolute  sterility.  Unless  ovuhne 
structures  have  been  seen  in  the  discharges,  the  evidence  of 
miscarriage  is  deficient. 

In  mature,  healthy  women,  menorrhagia  is  very  rare,  except 
as  the  result  of  some  constitutional  affection— the  commonest 
causes  being  excessive  childbearing  and  suckling,  both  of  which 
probably  act  by  producing  a  watery  condition  of  the  blood, 
which  fiows  freely  from  an  ill-contracted  uterus.  It  is  at  this 
time  of  life  chiefly  that  you  see  illustrations  of  general  constitu- 
tional affections  producing  menorrhagia.  Obstructive  diseases 
of  the  heart,  of  the  lungs,  of  the  liver,  as  they  are  liable  to  lead 
to  other  hsemorrhages,  may  naturally  be  expected  to  lead  to 
menorrhagia  or  metrorrhagia.  I  am  bound  to  say,  however,  that 
in  practice  I  have  not  been  able  thoroughly  to  satisfy 
this  influence,  except  in  the  case  of  the  liver. 

A  pregnant  woman  may  have  a  menorrhagia.  This  I  merely 
mention.  It  occurs  mostly,  if  not  exclusively,  in  the  first 
months,  and  may  recur  for  two  or  three  months.  Then,  in 
women  recently  delivered,  but  who  have  passed  the  six  weeks 
of  the  puerperal  state,  menorrhagia  occurs  not  rarely,  and  some- 
times very  severely. 

In  elderly  women  it  is  common  about  the  period  of  the 
change  of  life,  and  it  may  occur  even  after  the  change  of  life. 
I  have  seen  some  cases  in  which  I  could  not  doubt  that  sexual 
excitement  was  the  cause  of  the  loss  of  blood  in  women  long 
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past  fifty-four,  which  you  are  told  is  the  limit  of  child-bearing. 
I  dissected  not  long  ago  an  old  lady  who  had  occasional 
nietrordiagia,  and  who  believed  herself  to  be  sexually  young. 
The  body  of  the  uterus  was  large,  like  that  of  a  young  woman, 
while  the  cervix  was  atrophied;  and  the  ovaries  contained 
structures  which  were,  so  far  as  the  naked  eye  could  jud"e  like 
large  menstrual  corpora  lutea.  ^  ' 

The  treatment  of  this  affection  is  easily  described  and  remem- 
bered,  because  it  can  all  be  put  under  satisfactory  theoretical 
rules.  It  is  not  treatment  by  specifics  or  remedies  wliich  have 
an  unaccountable  influence. 

In  all  cases  where  the  loss  is  great  you  enjoin  rest,  but  only 
lu  such.  You  can  easily  understand  that  exercise,  stimulating 
the  circulation,  will  tend  to  increase  the  flow.  The  rest  you 
prescribe  must  be  horizontal ;  and  the  patient  must  not,  in  ex- 
treme cases,  get  up  even  for  purposes  of  urination  and  defteca- 
tion,  for  the  blood-pressure  is  greatly  and  injuriously  increased 
by  stooping  and  bearing  down  in  performing  these  functions. 
But  horizontal  rest,  in  severe  cases^is  enjoined  not  merely 
with  a  view  to  diminishing  blood-loss.  Many  women  object  to 
it,  saying  it  makes  no  difference  in  the  amount  of  loss.  In  such 
cases  it  may  be  very  useful,  nevertheless  ;  for  it  secures  for  the 
constitution  generally  a  less  degree  of  perturbation  by  the  loss. 
A  woman  or  a  man  will  be  injured  by  a  grave  loss  of  blood  in  a 
less  degree  if  he  lies  quiet,  in  a  greater  degree  if  he  takes  exer- 


cise while  it  is  going  on 


Then  we  come  to  medicines.  Of  all  with  which  I  am  familiar 
— and  I  have  tried  a  great  number — ergot  stands  first.  In 
obstetrics  you  are  generally  told  that  ergot  produces  its  effect  in 
about  fifteen  minutes  :  that  is  doubtful  even  in  parturition  ;  but 
in  the  unimpregnated  woman  you  must  not  expect  it  to  act 
thoroughly  till  days  of  its  use  have  elapsed,  and  in  some  cases  I 
have  observed  its  use  has  had  no  result  until  it  has  been  con- 
tinued for  weeks  without  intermission.  After  ergot,  in  popular 
estimation,  come  gallic  and  tannic  acids.  I  am  not  quite  sure 
that  they  have  any  effect  at  all.  They  may  have  an  effect,  and 
be  as  rationally  used  as  other  medicines.  I  have  used  them 
extensively,  and  the  impression  they  have  left  on  my  mind  I 
have  just  told  you.    The  medicine  which  seems  to  me  next  best 
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after  ergot  of  rye  is  sulphuric  acid,  often  ^7^"^"^ 
saline  ;  and  no  injury  is  done  if  the  sahne  produce  f  ^^J^^^^^^^ 
tion  of  the  bowels.  You  have  not  long  to  wait  for  sulphuuc 
acid  to  produce  its  effect.  You  may  have  to  give  it  m  large 
doses,  and  frequently ;  for  instance,  you  may  give  one  dracnm, 
or  even  twice  as  much,  in  a  day,  or  more,  dividmg  it  into 
frequent  doses.  The  beneficial  influence  of  digitahs  and  can- 
nabis indica  is  almost  certain,  yet  in  point  of  trustworthiness 
these  remedies  come  considerably  after  ergot  and  sulphuric 

One  of  the  most  powerful  influences,  and  one  with  which  I 
have  been  long  famiHar,  is  the  use  of  heat.    Heat  is  supposed 
by  most  people,  professional  and  non-professional,  to  favour 
bleeding;  but  its  influence  in  causing  the  contraction  of  invo- 
luntary muscular  fibre  has  long  been  known,  and  its  use  m 
cases  of  menorrhagia  and  metrorrhagia,  whether  simple  or  not, 
is  very  valuable.    It  is  to  be  applied  internally  in  the  form  of 
irrigation,  by  the  passing  through  the  vagina  of  a  large  quantity 
—pints— of  water  at  100°  to  1 10°  Fahr.    This  is  not  to  be  done 
long  at  a'time,  being  continued  five  to  ten  minutes,  and  repeated 
several  times  a  day.    It  is  almost  universal  to  swear  by  cold  as 
a  hEemostatic  in  our  diseases,  and  I  need  not  say  that  I  have 
seen  it  used,  and  used  it  myself  many  times.    In  the  form  of 
ice,  applied  to  the  external  parts,  it  is,  I  tliink,  quite  as  often 
injurious  as  not.    It  is  best  used  by  irrigating  the  vagina  just . 
as  is  done  with  hot  water,  or  by  placing  small  bits  of  ice  in  the 
vagina.    Even  used  in  this  latter  way,  my  impression  is  that 
its  value  is  inferior  to  that  of  heat. 

If  all  these  means  fail  you  may  have  to  resort  to  a  plug.  In 
the  virgin  this  is  very  difficult  to  insert.  The  operation  indeed 
may  be  quite  impracticable.  But  if  the  woman  be  married,  and  • 
.still  more  if  she  has  had  a  child,  it  is  easily  made  available, 
and  you  will  often  be  astonished  at  the  good  result  of  even 
what  seems  to  be  a  very  imperfect  plug.  You  will  sometimes 
find  a  small  sponge  capable  of  controlling  quite  a  formidable 
menorrhagia. 

I  liave  told  you  that  there  are  cases  of  simple  menorrhagia, 
even  in  young  virgins,  that  prove  fatal ;  and  you  are  not  to 
suppose  that  we  have  nothing  to  do  for  them  beyond  what  I 
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liave  already  mentioned.  The  last  remedy  is  to  paint  the 
bleec  mo  sur  ace  with  "stj^.tic."  If  the  womb  is  dilated  the 
bleeding  surface  may  be  easily  reached.  If  the  os  uteri  be  not 
dilated  you  can  pass  such  an  instrument  as  this  hollow  probe 
and  inject  the  styptic  through  it,  whicli  will  have  the  same 
effect  as  pamtmg.  The  instrument  you  see  is  fitted  to  a  small 
syringe. 

Many  of  you  will  remember  a  fatal  case  of  this  injection  with 
perchloride  of  iron,  and  therefore  I  hesitate  to  recommend  that 
drug,  although  I  think  it  is  the  most  powerful  styptic  we  have. 
I  would  advise  you  to  use  tincture  of  iodine  ;  or,  if  you  do  use 
perchloride  of  iron,  it  should  not  be  by  injection.  The  bleeding 
surface  may  be  swabbed  with  it,  so  that  it  may  not  pass  into  the 
veins,  which  was  the  disastrous  accident  in  the  case  referred  to- 
You  may  also  try  other  drugs,  such  as  a  solution  of  alum. 
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ON  SPASMODIC  DYSMENOEEHCEA. 

There  are  many  kinds  of  dysmenorrhoea,  some  of  which  have 
little  claim  to  the  name.    The  most  characteristic  form  of 
ilysmenorrhcea  is  that  which  I  have  called  spasmodic.  A  woman 
may  be  said  to  have  dysmenorrhoea  if  she  suffers  from  headache 
during  the  monthly  period,  or  if  she  has  sickness.    In  the  same 
way  she  is  said  to  have  ovarian  dysmenorrhoea  if  she  has  pain 
in  or  near  one  or  other  ovary  during  the  monthly  period.  ^  But 
that  is  not  dysmenorrhoea  proper.    There  are  two  chief  kinds  of 
dysmenorrhoea— the  inflammatory  and  the  spasmodic.  Spas- 
modic dysmenorrhea  is  extensively  known  by  the  name  of 
neuralgic ;  latterly  it  has  been  generally  described  as  obstructive 
or  mechanical  dysmenorrhoea  ;  these  words  "  obstructive  "  and 
mechanical "  impljdng  a  theory  of  the  disease  which  I  shall 
speak  of  presently,  and  which  I  am  sure  is  quite  erroneous. 
This  disease  called  neuralgic,  obstructive,  mechanical,  or  spas- 
modic, is  a  disease  of  the  nature  of  a  neurosis,  in  which  the 
contractions  of  the  uterus  cause  great  pain. 

Contractions  of  the  uterus  are  much  better  studied,  for  reasons 
that  are  plain,  in  the  lower  animals  than  in  women  ;  the  con- 
tractions, particularly,  of  the  unimpregnated  uterus,  From 
observation  of  them,  and  for  other  reasons,  physiologists  are 
agreed  that  there  are  contractions  more  or  less  regularly  going 
on  in  the  unimpregnated  uterus  of  women,  and  especially  in 
menstruation,  whether  healthy  or  morbid.  The  disease  we  are 
now  considering  is,  in  its  essence,  morbid  contractions  of  the 
uterus  occurring  in  connection  with  menstruation. 

On  the  subject  of  these  contractions  I  shall  say  a  few  words. 
In  some  conditions  of  disease,  as  in  some  uterine  fibroids  that 
are  embedded,  the  contractions  are  easily  made  out ;  in  other 
<liseases,  such  as  dysmenorrhoea,  they  are  only  believed  to  exist, 
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are  explained  generally  by  contraction  of  the  unimpregnated 
litems,  are  not  due  to  contractions  at  all ;  they  are  due  to  the 
pressure  relations  of  the  uterus-a  very  difficult  s^^bject- 
instance,  if  you  place  an  intra-uterine  pessary  or  a  tangle  tent 
into  the  u  erus,  It  may  be  expelled  if  a  plug  is  not  put  into  tTe 
vagina  to  keep  it  in  its  position  ;  and  this  expulsion'of  the  tent 
01  of  the  pessary  is  supposed  to  be  produced  by  contractions  of 
the  organ.    It  is  very  natural  to  suppose  so,  but  I  am  sure  it  is 
usually  not  the  case.    It  arises  from  the  condition  of  the  woman's 
uterus  as  to  positive  or  negative  abdominal  pressure.    You  can 
easily  study  this  subject  in  any  case  in  which  you  are  insertinff 
a  tent  or  a  stick  of  zinc-alum  into  the  uterus  or  its  cervix  Yon 
will  find  that  in  many  uteri  the  tent  or  the  zinc-alum  slips  out  - 
but  it  IS  manifestly  not  on  account  of  contractions.  Contractions 
are  not  brought  on  so  quickly  and  in  a  way  so  exactly  in  accord- 
ance with  the  repeated  pushing  in  of  the  tent.     Besides  you 
will  find  many  uteri  in  which  the  tent  or  the  pessary,  instead  of 
coming  out,  has  a  tendency  to  go  in— an  injurious  tendency. 
Cases  are  not  very  rare  in  which  a  metallic  pessary,  with  a 
button  upon  the  lower  end  of  it  to  keep  it  in  its  place,  is  drawn 
into  the  uterus  altogether— button  and  all.    I  have  seen  this 
happen  several  times;    and  considerable  difficulty  arises  in 
removing  it  when  it  has  thus  got  incarcerated  in  the  uterus. 
These  facts  contribute  to  show  that  the  phenomena  we  are  speak- 
ing of  are  not  caused  by  uterine  contractions ;  and  I  shall  tell 
you  another  remarkable  phenomenon  which  illustrates  the  same 
thing.    The  sticky  cervical  mucus,  as  you  are  all  aware,  in  999 
cases  out  of  1000  hangs  out  of  the  uterus  into  .the  vagina;  but 
I  have  seen  it,  instead  of  hanging  out  of  the  uterus°  into  the 
vagina,  ascending,  and  filling  the  cavity  of  the  body  of  the  uterus. 
This  forms  a  good  text,  of  great  importance  in  pathology,  which 
I  hope  to  lecture  upon  some  other  day.     This  function  of  the 
uterus  when  it  acts  in  the  way  I  have  mentioned,  drawing  the 
cervical  mucus  into  the  cavity  of  its  body,  instead  of  expelling 
it,  certainly  tends  to  produce  morbid  conditions  of  the  uterus 
itself.     The  same  condition  is  illustrated  in  pregnancy.  The 
ascent  of  the  pregnant  uterus  itself  is  a  phenomenon  in  tliis 
category;  bat,  during  pregnancy,  as  I  have  seen  in  several 
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dissections,  the  cervical  mucus,  instead  of  running  into  the 
vao-ina  ascends  and  runs  into  the  uterus,  and  hangs  into  the 
uterus  instead  of  into  the  vagina  ;  and  this  circumstance  has  led 
to  considerable  mistakes  recently  in  the  investigation  of  the 
condition  of  the  cervix  uteri  during  advanced  pregnancy. 

The  best  evidence  we  have  of  uterine  contractions  during 
menstruation  is  from  the  observation  of  cases  of  dysmenorrhoea 
spasmodica,  and  this  observation  reveals  that  the  contractions 
may  be  either  clonic  or  tonic.    The  clonic  contractions  are 
probably  the  more  frequent.    By  "  clonic  "  you  know  I  mean 
come-and-go  contractions,  like  uterine  pains.    You  will  find 
women  suffering  from  dysmenorrhoea  tell  you  the  pains  come  in 
pangs  ;  and  in  the  most  violent  pangs,  in  the  most  severe  cases, 
the  contractions  not  only  affect  the  uterus,  but  may  also,  very 
rarely,  affect  the  bladder  and  rectum,  producing  strangury  and 
tenesmus,  and  also  violent  abdominal  bearing  down  by  reflected 
influence.   Tonic  contractions  of  the  uterus,  however,  are  not 
uncommon,  and  then  you  have  the  pain  incessant,  probably 
because  the  contraction  is  almost  unceasing.    Whether  the 
spasms  are  clonic  or  tonic  they  very  seldom  last  twenty-four 
hours  ;  generally  only  one,  two,  or  three,  in  great  intensity. 

You  have  here,  then,  a  disease  which  generally  lasts  only  one, 
two,  or  three  hours — spasmodic  pain  with  imperfect  inter- 
missions, sickness,  or  sickness  and  vomiting  if  the  pain  is 
severe,  coldness  and  prostration  if  the  pain  is  agonizing.  But 
although  the  disease  is  only  of  hours,  it  leaves  the  patient  more 
or  less  a  wreck  for  days,  if  it  is  severe.  It  may  be  endured  for 
years  without  the  general  health  being  compromised;  iDut,  if 
severe,  it  at  last  degrades  the  general  health,  and  the  woman 
does  not  regain  a  normal  condition  between  the  periods. 

Some  have  sought  for  an  analogy  for  this  disease  in  urethral 
stricture.  I  shall  mention  two  analogous  diseases.  The  first  is 
after-pains.  You  will  often  read  in  books  that,  when  a  woman 
has  after-pains,  there  is  a  clot  or  a  retained  bit  of  placenta,  or 
something  which  the  uterus  is  attempting  to  expel ;  and  this 
may  be  true,  but  such  after-pains  are  not  severe.  That  is  not  a 
disease — that  is  a  healthy  condition  of  the  womb  ;  the  womb  is 
doing  its  duty,  as  it  were,  and  such  after-pains  are  not  very 
painful.    The  real  disease  of  after-pains  is  a  disease  in  which 
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pamful  contractions,  withont  any  discoverable  object  in  view  • 
and  a  sevei^  case  of  this  kind  is  a  most  painful  disease,  fa^ 
more  pamful  than  the  after-pains  which  come  to  expel  a  cbt  or 
a  Uit  of  retained  placenta.  Now,  these  violent  after-pains  are 
I  beheve  connected  not  only  with  a  morbid  condition  of  the' 
muscular  tissue,  but  chiefly  or  primarily  with  a  catarrhal  con- 
dition of  the  mucous  membrane  covering  the  inside  of  the 
body  of  the  uterus,  a  condition  not  without  several  analogies 
with  the  healthy  menstruating  uterus. 

There  is  another  disease  not  uterine,  with  which  spasmodic 
dysmenorrhoea  has  an  analogy-spasmodic  astlima.  This  is  a 
disease  affecting  muscular  fibres,  and  it  is  induced,  as  you 
know,  in  those  who  have  a  tendency  to  it,  by  the  slightest 
catarrhal  affection  of  the  trachea  and  bronchi ;  and  it  is  cured 
under  a  copious  secretion  from  the  mucous  membrane ;  just  as 
dysmenorrhoea  is  generally  cured  when  the  menses  run  freely. 
In  healthy  menstruation  a  woman  has  the  mucous  membrane  of 
the  cavity  of  the  uterus  in  a  catarrhal  condition  ;  it  is  not 
called  catarrhal  because  it  is  natural  and  healthy,  while  catarrli 
implies  something  morbid. 

Spasmodic  dysmenorrhoea  may  be  combined  with  the  exfo- 
liative or  membranous  form  :  or  rather,  menstrual  membrane  may 
be  discharged,  the  violence  of  the  contractions  separating  and 
expelling  bits  that  are  possibly  otherwise  quite  healthj^.  Such 
bits  do  not  present  evidence  of  being  separated  by  ha?morrhage 
into  the  middle  of  the  mucous  layer,  in  adhering  laminar  clots. 

.Spasmodic  dysmenorrhoea  occurs  at  any  age.  It  occurs  in 
women  otherwise  most  healthy.  It  is  especially  liable  to  attack 
women  at  the  marriageable  age ;  still  more,  women  who,  although 
married,  are  sterile.  It  is  very  liable  also  to  attack  women  who 
have  had  large  families,  we  may  call  them  excessive  families ; 
although,  in  such  circumstances,  the  elderly  woman  makes  less 
to-do  about  it,  and  does  not  get  for  herself  the  same  amount  of 
sympathy  as  the  young  woman  does.  There  is  another  set  of 
circumstances  in  which  it  frequently  occurs — namely,  when  a 
fibroid  is  beginning  to  grow  in  the  muscular  tissue.  If  you  find 
an  elderly  menstruating  woman  having  persistent  dysmenor- 
rhoea, after  years  of  health,  you  should  suspect  that  there  is 
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some  -rowth  of  this  nature  going  on,  and  you  will  frequently 
find  it" verified  in  tlie  further  history  of  the  case.  Only  a  lew 
minutes  ago  I  saw  a  case  of  this  kind,  where  a  woman,  nearly 
forty  years  of  age,  began  about  two  years  ago  to  have  severe 
dysnienorrhoea.  She  had  seen  several  doctors  of  eminence,  who 
told  her  that  her  disease  was  simple  dysmenorrhoea,  and  i  have 
no  doubt  they  spoke  correctly  as  far  as  diagnosis  could  go.  but 
now,  after  two  years,  there  is  a  considerable  fibroid  m  tlie 
uterus,  and  there  can  be  no  doubt  the  dysmenorrhcea  was 
started  by  the  growth  of  this  tumour,  which  at  first  was  too 
small  to  be  discoverable.  Intense  dysmenorrhcea,  with  fibroids 
of  considerable  size,  is  also  far  from  rare. 

The  disease  I  am  considering  is  a  disease  that  frequently 
occurs  in  minor  forms,  especially  in  connection  with  unna- 
tural or  morbid  conditions  of  the  uterus,  besides  those  that  I 
have  mentioned.    Tor  instance,  recent  authors  say  a  great 
deal  about  its  connection  with  uterine  displacement.  But 
dysmenorrhcea  produced  by  this  cause  is  slight  in  degree, 
and  is  a  svmptom  of  the  displacement,  or  of  some  morbid 
condition  comphcating  the  displacement.    This  displacement 
has  been  a  favourite  cause  with  those  who  believe  that  the 
dysmenorrhoea  is  mechanical  or  obstructive.    They  say  that 
flexion  of  the  passage  obstructs  the  discharge  of  the  blood. 
Nothing  could  be  more  erroneous.  There  was  recently  exhibited 
to  the  Obstetrical  Society  the  section  of  a  uterus  in  the  extremest 
degree  of  acute  flexion ;  and  anybody  who  takes  the  trouble  to 
look  at  that  section  will  see  that  the  flow  of  menses  along  that 
flexed  uterus  would  be  obstructed  only  in  a  degree  that  practi- 
cally cannot  be  of  the  slightest  moment — not  nearly  so  much 
obstructed  as  the  passage  of  the  blood  along  a  flexed  limb  ;  not 
nearly  so  much  obstructed  as  the  passage  of  the  water  along  a 
bend  of  the  river  Thames.    Blood  could  run  out  through  that 
model  of  an  excessively  flexed  uterus  just  about  as  easily  as  if 
it  were  straight.    In  such  cases  the  blood  is  said  to  be  dammed 
up  in  the  body  of  the  uterus ;  and  the  uterus  is  described  as 
thereby  hypertropliied  or  dilated.    I  am  satisfied  that  that  is 
bad  pathology.    When  you  have  dysmenorrhcea  spasmodica 
accompanying  real  mechanical  difficulty,  then,  as  I  have 
already  said  when  speaking  of  after-pains  produced  by  a  clot- 
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ill  the  uterus,  or  a  retained  bit  of  placenta,  you  have  very 
moderate  pain ;  you  have  not  a  fine  specimen  of  the  disease 
at  all— the  dysmenorrhcea  is  trifling.  This  is  exemplified  in 
eases  where  you  have  truly  mechanical  difficulty,  cases  of 
dysmenorrhoBa  membranosa,  where  the  membrane  has  to  be 
expelled  through  the  narrow  channel.  Well,  in  such  cases, 
everybody  knows  the  pain  is  slight  compared' with  that  of  a 
characteristically  severe  case  of  the  disease  we  are  discussino-. 

Dysmenorrhcea  spasmodica  may  occur  at  any  time.  The 
woman  may  have  the  violent  pains  of  dysmenorrhcea  apart 
entirely  from  ovulation  or  menstruation.  In  the  majority  of 
cases  the  pain  threatens  before  menstruation  begins;  in  the 
majority  of  cases  it  is  most  severe  as  the  menses  begin  to 
flow ;  and  in  the  majority  of  cases  it  diminishes  as  soon  as  the 
flow  is  free.  It  is  seldom  that  a  woman  has  violent  dysmenor- 
rhcea after  the  first  two  days  of  menstruation ;  for,  within  the 
first  two  days  of  menstruation,  the  quantity  of  the  discharge 
has  reached  its  highest.  This  fact,  which  is  subversive  of  the 
mechanical  theory,  is  familiar  to  women.  Nothing  is  more 
common  than  for  a  woman  suffering  from  dysmenorrhcea  to  tell 
you  that  she  has  most  pain  when  she  has  least  discharge — that 
when,  for  any  reason,  the  menses  become  scanty,  the  dysmen- 
orrhcea becomes  worse  and  worse ;  but  when  the  menses 
become  abundant  the  dysmenorrhcea  is  diminished. 

Dysmenorrhcea  not  infrequently,  even  in  the  severest  cases, 
disappears  for  one  or  two  periods.  In  one  of  the  severest  cases 
I  ever  saw,  a  young  woman  in  whom  I  was  very  reluctant  to 
resort  to  mechanical  treatment,  the  disease  disappeared  during 
her  residence  in  Ireland  for  several  months;  it  reappeared 
as  soon  as  she  came  home  to  England.  That  fact,  which  I 
have  seen  illustrated  in  many  other  examples,  is  quite  incon- 
sistent with  the  popular  theory  of  mechanical  obstruction  by 
stricture. 

Still  more  about  the  theory  of  this  disease.  I  have  told  you 
that  it  is  a  sjDasmodic  disease,  not  an  obstructive  one,  and  if  our 
knowledge  of  it  is  to  be  improved,  it  will  be  from  studying,  not 
cases  complicated  by  flexion  or  tumour  or  inflammation  any- 
where in  the  neighbourhood,  or  in  any  part  of  the  uterus  itself, 
but  by  studying  simple  cases.  And  simple  cases  are  abundant ; 
they  are  no  rarity.    Simple  cases  are  those  where  an  examiua- 
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tion  discovers  no  additional  morbid  condition  whatever  These 
constitute  the  majority.  No  disease,  tangible  or  visible,  can 
be  discovered,  and  yet  the  woman  has  this  violent  disease 
during  her  monthly  time.  When  examination  is  made  with  a 
view  to  find  out  that  the  case  is  a  simple  one,  a  uterine  probe 
may  be  passed  into  the  organ.  As  soon  as  it  advances  little 
more  than  an  inch,  it  approaches  the  seat  of  the  disease,  the 
body  of  the  uterus.  In  a  healthy  woman  the  internal  os  uteri 
and  the  whole  interior  of  the  body  of  the  uterus  are  sensitive— 
that  is  to  say,  the  touching  of  them  by  a  probe  is  disagreeable. 
In  a  woman  suffering  from  dysmenorrhoea  spasmodica,  the  pam 
of  touching  the  internal  os  is  intense,  and  the  pain  is  aggravated 
by  passing  the  probe  further  on  and  touching  the  body  and 
fundus ;  and,  in  every  characteristic  case,  the  woman  at  once 
tells  you  that  that  is  the  pain  of  her  disease.  The  touching  of 
these  parts  brings  on  the  spasms,  and  the  removal  of  tlie  instru- 
ment may  not  be  followed  by  arrestment  of  the  spasms  for  a 
few  minutes.  It  is  in  these  simplest  cases  of  dysmenorrhoea 
that  the  disease  must  be  studied  in  order  to  discover  its  true 
nature  and  cure. 

I  have  already  said  the  disease  is  frequently  complicated  by 
uterine  displacement  and  by  uterine  hypertrophy ;  but  so  far 
from  these  having  anything  to  do  with  the  most  characteristic 
form  of  the  disease,  the  worst  cases  occur  in  uteri  that  are  iU- 
developed,  uteri  that  are  small.  We  have  had  an  illustration 
of  this  in  "  Martha  "  lately — a  case  in  which  our  treatment  did 
little  good  to  the  woman's  dysmenorrhoea.  This  woman  had  an 
ill-developed  uterus  about  two  inches  long,  and  acutely  ante- 
flexed.  I  must  tell  you  of  another  case  which  occurred  not  long 
ago  in  Edinburgh,  and  wliich  was  seen  by  many  physicians. 
In  her,  the  dysmenorrhoea  was  of  the  intensest  kind ;  but  it  was 
without  any  bloody  loss  at  all.  I  at  one  time  possessed  this 
woman's  uterus,  and  it  measured  only  an  inch  and  a  half  in 
length.  Her  sufferings  were  of  the  most  intense  kind ;  and,  I 
may  tell  you,  the  most  intense  form  of  dysmenorrhoea  constitutes 
one  of  the  most  severe  and  violent  diseases  that  you  will  ever 
have  an  opportunity  of  seeing.  The  woman  is,  while  it  lasts, 
almost  insensible,  sometimes  in  a  state  of  convulsion  or  spasm. 
She  is  cold,  vomiting,  and  looks  as  if  she  were  dying. 

To-day  I  have  not  read  to  you  any  history  of  cases,  because 
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the  reading  of  histories  of  these  cases  would  not  he,  as  in  former 
lectures  on  other  suhjects,  the  filling  up  of  a  picture  to  give  you 
a  hetter  idea  of  what  we  are  speaking  ahout.  To  go  over  all  the 
details  of  cases  of  simple  dysmenorrhoea  would  add  very  little 
to  what  I  have  told  you.  The  women  may  he  in  perfect  health, 
except  this. 

Before  I  pass  on,  I  must  say  a  little  more  about  the  mecha- 
nical theory.  In  the  various  cases  that  have  been  in  "  Martha  " 
within  this  last  year,  we  have  found  no  stricture,  no  contraction 
of  the  passage  through  the  womb,  except  in  one  case.  Especially 
did  we  find  no  contraction  when  the  woman  was  suffering  from 
the  pain ;  for,  in  order  to  satisfy  ourselves  as  to  the  nature  of 
the  disease  in  some  of  the  cases,  we  passed  a  bougie  into  the 
womb  while  the  woman  was  in  the  agonies  of  dysmenorrhcea, 
and  we  found  that  the  passage  was  clear.  This  subject  of  a 
passage  for  blood  I  have  no  time  to  enter  upon  at  length ;  it 
has  been  carefully  discussed  in  scientific  papers,  I  merely 
remark  that  the  smallest  passage  described, "  pin-point  os  uteri," 
as  it  is  called,  is  quite  enough  to  allow  a  hundred  times  as 
much  blood  to  pass  as  there  is  any  occasion  for,  or  as  offers  to 
pass.  Contraction,  it  is  said,  may  be  produced  by  swelling  of 
the  passage  ;  but  there  is  no  special  swelling  of  the  passage,  as 
may  be  found  by  examining  in  the  way  I  have  just  described. 
Then  another  method  of  explaining  the  stricture  is  the  blocking 
up  by  mucus  or  a  blood-clot.  But  this  kind  of  mechanical 
obstruction,  even  if  it  exists,  does  not  induce  severe  dysmen- 
orrhcea ;  it  induces  healthy  uterine  contractions  not  of  a  very 
painful  kind,  fitted  to  force  on  the  clot  or  the  obstructing  mucus. 
In  an  ordinary  woman  the  cervix  uteri  gives  passage  to  a  E'o.  9 
of  the  male  bougie  series.  The  bougies  I  show  you  here  are 
just  like  the  male  bougies,  only  v/ith  a  different  curve.  No.  9 
generally  passes  a  virgin's  internal  os  uteri  without  any  diffi- 
culty. This  is  important  for  you  to  know  in  connection  with 
treatment.  In  the  contracted  cervix  that  I  referred  to  a  No.  7 
only  could  be  passed  at  first.  In  treating  a  case  of  this  kind 
you  must  find  out  what  is  the  natural  size  of  the  cervix,  in 
order  to  know  how  to  adapt  larger  bougies  to  the  case. 

I  have  spoken  of  "  pin-point  os  uteri "  and  you  hear  much  of 
it ;  hut  it  is  extremely  rare.     In  a  lifetime  of  practice  I  have 
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..et  with  very  few  cases ;  and,  curious  to  ^^^^e  ^^^^^ 
the  mechanical  theory  of  dysmenorrhcea,  m  not  one 

^^^^ir  d^":  case  of  dysmenorrhea  s^smodica . 
In  U  e  great  ml^rity  you  trust  entirely  to  drugs  and  regin^^^^^^ 
it  is  only  in  severe  cases  that  you  use  mechanical  treatment 
M  didnes  for  the  treatment  of  this  disease  are  not  very  to  - 
Their  great  number  and  variety  is  a  sufacient  proof,  m  itselt 
that  they  are  inefficient.    Those  which  are  most  -luaH^^ 
laxatives  (especially  salines),  diaphoretics  (^^f^^^^^^  ^^^^^^^^ 
and  guaiacum).    Lastly,  there  is  the  treatment  by  drowning  he 
pain  with  narcotics  and  anaesthetics.  A  familiar  treatment,  that 
mothers  use,  and  often  very  efficiently,  is  well  kno^-  The 
young  girl  suffering  in  this  way  gets  a  hip-bath,  a  little  stiong 
gin-anct-water  hot,  and  is  put  to  bed.    She  perspires  and  goes 
to  sleep  and  gets  over  the  difficulty.    But  I  cannot  pass  from 
narcotics  without  cautioning  you,  for  social  rather  than  for 
medical  reasons,  as  to  their  use,  especially  the  use  of  opiates. 
The  disease  is  a  chronic  one  ;  it  is  likely  to  recur  every  month 
for  a  considerable  time,  and  you  are  in  very  great  danger  ot 
teaching  your  patient  the  opium  habit,  which  is  a  very  much 
greater  evil,  and,  indeed,  a  greater  disease,  than  the  other  one 
you  are  curing.    It  is  only  in  the  rarest  cases  that  you  use 
opium,  and  recommend  it  to  be  used,  systematically.    In  the 
immense  majority  of  cases,  even  of  those  that  may  be  called 
severe,  if  you  are  a  wise  practitioner,  you  will  say  to  yourself, 
"Eather  the  disease  than  teach  my  patient  the  baneful  and 
almost  incurable  habit  of  opium-eating."    In  the  course  of  mj 
life  I  have  known  an  immense  extent  of  evil  done  by  this 
prescription  of  opium  for  dysmenorrhcea— evil  done  not  only  to 
the  patient  herself,  but  to  whole  families ;  evil  of  very  great 
degree. 

Finally  comes  the  mechanical  treatment,  and  this  treatment 
is  very  successful,  but  only  in  the  true  spasmodic  form  of  the 
disease.  I  know  no  drug  that  can  compare  with  this  in  its 
direct  utility.  I  know  very  few  treatments  that  are  more 
decidedly  useful  than  the  treatment  of  dysmenorrhcea  by 
mechanical  means,  and  yet  I  recommend  you,  in  the  great 
majority  of  cases  of  dysmenorrhcea,  not  to  resort  to  it.  Dysmen- 
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orrhcea  is  a  disease  which,  occurs  in  virgins,  and  in  them  you 
will  be  most  reluctant  to  use  it.    In  married  women  who  are 
.  t  '  T-""'!  '^'^^y  induced  to  try  the 

oirhcBa  but  also  at  the  same  time  remove  the  sterility  In 
regard  to  tlie  use  of  this  treatment  in  virgins,  I  must  say  a  few 
words  m  order  to  guide  you  as  to  when  you  are  to  resort  to  it. 
^0  rules  that  I  can  give  you  will  make  up  for  want  of  oood 
sense  and  good  feeling  on  your  own  part,  but  I  shall  ^ive^ou 
some  hmts.    The  first  is  that  you  should,  as  a  rule,  not  resort 
to  this  treatment  in  an  unmarried  young  woman  without  the 
concurrence  of  three  parties-firstly,  your  own  approval; 
secondly,  that  of  the  mother  or  guardian  of  the  patient ;  and 
thirdly,  that  of  the  patient  herself.   All  of  these  should  be  quite 
aware  of  the  circumstances  and  of  what  it  is  proposed  to  do. 
Then  I  believe  you  are  justified  in  recommending  it  in  cases— 
and  they  are  not  rare— where  the  woman's  whole  mode  of 
subsistence  is  ruined.    In  one  of  the  cases  we  had  in  "  Martha  " 
the  patient  insisted  upon  our  doing  anything  whatever  that  was 
at  all  likely  to  relieve  her,  because  she  could  not  keep  her 
situation  as  lady's  maid,  for  she  was  confined  to  bed  for  three 
days  every  month  by  the  disease.    That  was  a  sufficient  reason 
m  that  case ;  and  I  can  tell  you  that  that  girl  was  cured  after  a 
few  days'  treatment  in  "  Martha,"  and  came  back  to  us  to  testify 
her  gratitude  for  being  able  to  keep  her  place,  going  about 
during  her  monthly  period  without  letting  her  mistress  know 
that  she  was  ill  at  all.    Then,  in  other  cases,  the  general  health 
is  ruined ;  and  this  is  not  very  uncommon.    When  a  woman  is 
laid  up  and  prostrated  by  a  severe  attack  of  dysmenorrhcea 
every  four  weeks,  her  health  may  gradually  give  way,  and  under 
such  circumstances  there  can  be  no  hesitation  in  resorting  to  the 
treatment.    There  is  another  set  of  cases  where  the  severity  of 
the  pain,  causing  cold  sweats  and  vomiting,  is  such  as  to  leave 
no  doubt  as  to  the  propriety  of  resorting  to  any  means  that  offer 
a  hope  of  cure  ;  and  cases  of  this  kind,  although  rare,  are  still 
such  as  you  will  all  meet  with  in  the  course  of  your  practice. 
In  some  cases  the  severity  is  not  so  much  in  the  pain  as  in 
accomp  anying  phenomena.    Lately,  for  instance,  I  had  no  hesi- 
tation in  recommending  mechanical  treatment  in  a  young 
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tecauscwhen  the  pam  came  she  had  atteoks  ot  s  ^^^^ 
and  the.e  attacks  of  ^-^-^''^^  slight 
dysmenorrhc^a  was  severe,  --^^'J^l^l^'^Zn.s^ncen  no  one 
thev  did  not  come  at  all.    Unaer  suou  ox 
wo^ld  hesitate  to  recoxnxnend  the  mechamcal  tre— 

Kow,  the  mechanical  treatment  is  very  simp  e  f  carried  on  o 
theoM;stof  all  mechanical  plans  --^f 
nient  of  this  disease-that  by  bougies  such  as  ^  ^ 
The  treatment  by  bougies  I  recommend  to  you  ^  c-se  it  -^^^^ 
accompanied  by  danger.    The  only  evil  result  I  '^^l^^^  ''^^^ 
from  it  is  a  temporary  perimetritis.     It  is  a  tieatment  mo 
nnlLrof  which  arisLU  the  fact  that  there  is  no  « 
and  that  the  instrument  is  not  left  m  the  womb  ^^o- 
minutes  at  a  time.    It  is  allowed  to  remain  till  the  pan  ot 
pain  which  it  brings  on  have  passed,  or  nearly  so     In  oide^^to 
effect  a  cure  you  must  go  up  considerab  y  above  a  No.  g  You 
must  cro  up  so  as  to  stretch  and  distend  the  internal  os  uteii 
Tnd  this  stretching  or  distension  of  the  internal  os  may  i.,un 
you,  in  different  cases,  to  reach  different  sizes   A  No.  1 1  is  quite 
sufficient  in  many  cases  ;  in  others  you  will  go  up  to  a  12  0 
I. -or  even  above  that.    These  various  numbers  are  not  aii 
iised  in  one  day,  but  in  successive  days,  or  every  second  or 
third  day,  and  generally  the  whole  is  effected  in  a  f ew  sittings- 
say  from  four  to  eight.    You  are  not  to  expect  that  this  treat- 
ment will  cure  every  case.    I  can  only  tell  you  that  most  of  the 
characteristic  cases  are,  if  not  cured,  at  least  greatly  ameliorated. 
In  several  cases  which  have  passed  through  "  Martha    we  have 
had  failures,  and  we  have  had  an  ordinary  amount  of  success 
In  one  of  them  the  success  was  remarkable  :  a  single  passage  of 
the  bougie  through  the  internal  os  uteri  seemed  to  be  enough  to 
dispel  the  woman's  disease. 


LECTUEE  XVIII. 


ON  VAGINISMUS. 

We  have  had  in  "Martha"  ward  recently  several  cases  of 
yngimsmus ;  and  a  case  of  secondary  vaginismus  forms  the 
text  of  this  lecture. 

_  Laryngismus,  oesophagismus,  are  well  known.    What  is  vagi- 
nismus ?    It  is  one  of  the  numerous  diseases  that  occur  in  two 
forms,  either  primary  or  secondary.    When  the  disease  is 
primary  it  is  a  pure  neurosis— that  is,  we  can  find  nothing 
visible  or  tangible  to  account  for  it.    When  it  is  secondaiy  it  is 
not  a  pure  neurosis ;  it  is  a  neurosis,  but  it  is  a  neurosis  for  which 
we  can  in  some  degree  account.    This  vaginismus  is  a  neurosis 
of  motion,  and  it  consists  of  spasm.    It  may  be  called  spasm 
of  the  vagina,  for  that  is  the  part  that  is  affected  or  changed.  The 
spasm  of  vaginismus  is,  so  far  as  it  affects  the  voluntary  muscles, 
a  tonic  spasm.    The  voluntary  muscles  that  it  affects  are  the 
constrictor  vaginas  and  the  anterior  part,  if  not  the  whole,  of  the 
levator  ani.    One  result  of  the  spasm  of  these  muscles  is  com- 
plete closure  of  the  vagina  as  a  passage.    This  tonic  spasm  of 
the  voluntary  muscles  has  generally  been  regarded  as  the  whole 
of  the  spasmodic  part  of  the  disease ;  but  the  affection  m  a  bad 
case  is  so  severe  that  I  am  inclined  to  think  there  may  be  other 
spasms,  of  involuntary  muscles,  concurring  to  produce  the  con- 
dition of  a  woman  suffering  from  vaginismus,  which  I  shall 
immediately  describe  to  you.    In  the  diseases  of  women  there 
are  many  spasms  of  involuntary  muscle  :  the  most  violent 
spasms  producing  the  torture  of  extreme  dysmenorrhoea  being 
well  known.    It  is  also  known  that  'irritations  which  produce 
spasms  of  involuntary  muscles  in  certain  of  the  lower  animals 
are  identical  with  the  irritations  which  j)roduce  the  spasms  that 
I  am  referring  to — spasms  such  as  I  believe  occur  in  vaginismus. 
!For  instance,  experimental  physiology  has  shown  that  irritation 
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of  the  clitoris  produces  contractions  of  tlie  uterine  horns  ;  and 

fastrtainc^  that  irritation  of  the  uretlrral  or.hce  proc^^ 
Pontractions  of  the  fundus  of  the  bladder.  It  is  theretoie 
:eT-t  goxng  too  far  to  suppose  that,  in  the  c—  of  a 
woman  suffering  from  vaginismus  you  ^^^^^  ^^^^  only  pasm^^^^ 
the  voluntary  muscles,  the  constrictor  vagm«>  and  the  levator 
ani,  but  also  a  painful  spasm  of  the  involuntary  muscular  fibres 
of  the  uterus  proper.  _  .  ^Lar^f 

When  a  woman  is  suffering  from  vaginismus,  m  a  chaiac 
teristic  bad  case,  pain  is  produced  by  touching  any  of  e 
external  parts  of  generation  near  the  vaginal  orifice.  Ihis 
morbid  sensitiveness  may  exist  without  spasms  on  touching. 
But  in  cases  of  vaginismus  the  touching  throws  the  woman  into 
a  paroxysm  of  agony  in  which  the  spasms  I  have  described 
occur    If  the  irritation  is  continued  there  results  a  state  ot 
opisthotonos.    The  woman  is  almost,  if  not  altogether,  msen- 
sible,  and  her  recovery  from  the  condition  takes  a  long  time ;  it 
may  take  hours  to  get  over  the  disorder  into  which  she  has  been 
plunaed  by  the  irritation  that  produces  the  complicated  condi- 
tion ^called  vaginismus  in  an  extreme  case.    The  worst  cases 
are  simple,  uncomplicated  cases,  where  the  disease  is,  as  I  have 
said,  a  pure  neurosis  of  motion.    A  woman,  having  ordinary 
vac^inismus,  has  told  me  that  a  lascivious  dream  induces  it,  the 

pain  awaking  her. 

I  have  seen  two  cases  of  simple  vaginismus,  not  very  severe, 
where  the  pain  and  subsequent  acliing  were  felt  on  one  side 
only.  On  examination  digitally,  the  spasm  could  be  felt  to 
affect  the  left  side  alone ;  and  it  was  pressure  on  the  left  side 
that  induced  this  contraction  of  the  anterior  portion  of  the  left 
levator  ani. 

There  are  other  spasms  in  these  parts  which  I  shall  not  have 
occasion  to  lecture  upon  here,  but  which  are  so  closely  allied 
that  I  must  mention  them.  There  is  a  number  of  well- 
authenticated  cases  of  spasm  of  the  levator  ani  during  sexual 
connection.  This  is  not  ordinary  vaginismus,  but  it  illustrates 
the  subject.  It  is  a  painful  spasm  of  the  levator  ani  during 
sexual  connection,  in  some  cases  producing  quasi-incarceration 
of  the  penis.  There  are  other  cases  of  the  same  spasm  (which 
I  shall  describe  a  little  further  on)  induced  by  the  process  of 
parturition,  and  obstructing  it. 
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1  have  given  you  a  description  of  simple  vaginismus,  and  you 
can  easily  understand  from  what  I  have  said  that,  except  in 
extraordinary  circumstances,  it  is  not  discovered  until  sexual 
connection  is  attempted ;  it  is  therefore  a  disease  which  is  most 
frequently  discovered  on  marriage,  when  sexual  intercourse  is 
found  to  be  painful  and  difficult  or  impossible.  If  you  consider 
the  importance  of  this  conjugal  relation  you  can  easily  under- 
stand that,in  a  certain  important  sense,  there  is  no  more  serious 
disease  than  this.  It  is  a  disease  which  involves  no  danger  to 
life.  The  disease,  if  sexual  connection  is  not  attempted,  is  as 
good  as  absent;  but  in  the  case  of  married  women  it  is  a 
disease  which  is  exceedingly  important,  apart  from  any  influence 
It  may  exert  upon  the  general  health. 

This  condition  of  the  sexual  relations  is  called  dyspareunia— 
painful  or  difficult  sexual  connection.  All  cases  of  vaginismus 
are  cases  of  dyspareunia  ;  all  cases  of  dyspareunia  are  not  cases 
ot  vaginismus.  You  can  easily  understand  that  there  are  many 
cases  of  pain  and  difficulty  in  sexual  coitus  which  are  not 
vaginismus.  All  cases  of  vaginismus  are  proved  by  the  dys- 
pareunia ;  it  is  the  dyspareunia  that  reveals  the  condition,  or 
that  leads  to  the  investigation  which  discovers  the  condition. 

I  must  say  a  little  more  about  uncomplicated  vaginismus.  I 
have  already  given  you  a  sketch  of  the  disease  ;  but  there  is  a 
little  more  known  about  it.    In  a  case  of  simple  pure  vaginis- 
mus I  am  not  aware  that  you  can  discover  anything  in  the 
temperament  or  condition  of  the  woman  in  any  way  to  lead  you 
to  suspect  its  existence.    The  parts,  when  they  are  examined, 
are  found  to  be  in  perfect  health,  perfectly  well  formed.  In 
order  to  examine  them,  the  patient  must  be  put  under  the  pro- 
foundest  influence  of  an  anesthetic.    In  making  the  examina- 
tion, you  will,  in  the  great  majority  of  cases,  discover  that  the 
disease  is  not  simple,  but  secondary — that  is,  you  will  flnd  some- 
thing that  more  or  less  completely  accounts  for  the  disease. 
Simple  vaginismus  is  almost  invariably  accompanied  by  slight- 
ness  or  absence  of  sexual  desire ;  indeed,  it  is  frequently  accom- 
panied by  a  negative  condition  of  the  sexual  appetite — sexual 
repugnance.    Simple  vaginismus  may  come,  and  it  may  go.  Its 
coming  on  appears  to  be  connected  with  the  disappearance  of 
sexual  appetite,  either  as  cause  or  effect.    Such  women,  how- 
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the  disease.  One  of  the  early  cases  on  record,  P-Wish"e 
han  half  a  century  ago,  gives  an  accurate  -count  of  ^.e 
malady.  It  was  a  case  in  which  the  patient  conceived,  and  had 
a  child  at  the  full  time,  and  was  none  the  better  m  consequence 
of  parturition.  I  am  myself  aware  of  several  cases  of  tiris 
kind;  and  this  physiological  or  pathological  fact  lias  a  very 
clear  bearing  upon  the  subject  ot  treatment.  I^^.^^^^^ 
simple  vaginismus  there  is  no  cure,  nothing  of  the  kmd,  as  the 
result  of  the  birth  of  a  child.  Occasionally,  m  co-equence  of 
the  great  distension  and  laceration  of  the  vaginal  and  vulvar 
orifices,  there  is  a  less  intensity  of  the  disease  ;  but  that  is  aii. 
But  though  the  morbid  condition  is  not  curable,  it  may  ais- 
appear,  and  there  may  come  intense  sexual  desire  and  pleasure. 

It  has  been  alleged  that  a  woman  suffering  from  this  disease 
is  liable  to  the  same  spasms  of  the  voluntary  muscles  during 
parturition,  and  there  are  cases  recorded  where  parturition  has 
been  so  difficult,  in  consequence  of  this  spasm,  as  to  require 
craniotomy.    This  kind  of  spasm  occurs  during  parturition  m 
women  who  have  not  suffered  from  vaginismus ;  but  it  is  alleged 
to  be  a  condition  that  is  to  be  expected  in  cases  previously 
affected  by  vaginismus.    I  am  satisfied,  however,  that  there  is 
no  good  ground  in  actual  observations  for  this  expectation.  In 
three  cases  that  have  come  under  my  own  care  or  notice  very 
lately  I  have  seen  no  such  result.    Perhaps  the  modern  differ- 
ence, produced  by  the  use  of  chloroform  in  painful  labours,  may 
account  for  this  absence  of  spasm  during  parturition  under  the 
influence  of  the  aneesthetic,  whose  value  in  painful  labour  has 
been  known  for  little  more  than  thirty  years. 

The  case  of  vaginismus  that  is  the  subject  of  lecture  to-day  is 
not  a  case  of  primary  or  simple  vaginismus ;  it  is  a  case  of  a 
much  more  common  kind,  a  case  of  secondary  vaginismus.  In 
these,  generally  slighter,  cases  you  can,  by  a  careful  physical 
examination,  discover  disease.  The  disease  that  occurs  most 
frequently  in  newly  married  women  is  a  painful  red  spot  at  the 
foiirchette,  occasionally  also  a  fissure  there.    The  red  spot  is  at 
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the  antenor  margin  of  the  perineum  ;  the  fissure  may  be  either 
m  the  same  pLace  or  in  the  fossa  navicularis,  or  in  the  external 
or  interna  margin  of  the  hymen.  When  this  redness  or  fissure 
IS  touched,  the  woman  can  identify  it  as  the  source  of  her 
disease  ;  she  may  say,  "That  is  the  part,"  and,  on  looking  at  it, 
you  find  the  condition  I  have  described. 

The  next  most  frequent  condition '  observed,  especially  in 
newly  married  women,  is  vaginitis,  either  acute  or  chronic - 
7^    u  for  the  vaginismus  without  any 

difficulty.  There  is  frequently,  however,  and  especially  in 
women  who  have  been  some  time  married,  a  chronic  vacrinitis 
which  IS  m  many,  not  in  all  cases  so  affected,  the  cause  of  the 
disease.  Cases  of  severe,  though  not  acute,  vaginitis  without 
vaginismus  are  not  uncommon,  and  there  is  a  case  in  "Martha  " 
now.  There  are  several  other  more  remote  causes  which  I  shall 
not  mention,  such  as  the  sensitive  caruncle  of  the  urethra. 

The  case  I  am  about  to  read  to  you  is  an  example  of  a  kind 
of  disease  that  is  very  far  from  uncommon,  and  which,  I  am 
sure,  has  escaped  notice  in  many  cases  held  to  be  examples 
of  simple  vaginismus,  but  which  were  really  secondary.  The 
disease  is,  in  outward  appearance,  very  shght,  and  requires 
thorough  investigation  to  discover  it.    It  consists  in  the  pre- 
sence of  one  or  more  little  ulcerations  which  appear  to  be 
healthy.    They  are  generally  situated  round  the  orifice  of  the 
vagina  beyond  the  hymen,  sometimes  on  the  hymen.  Under 
treatment,  or  without  treatment,  they  heal,  and  break  out  in 
other  parts.    They  are  frequently  accompanied  by  little  hyper- 
trophies—hypertrophies of  bits  of  the  hymen,  hypertrophies  of 
the  orifice  of  the  urethra.   They  are  sometimes  intensely  tender 
and  sensitive;  and,  in  order  to  their  examination,  the  deep 
influence  of  an  ansesthetic  is  necessary.    What  is  the  nature  of 
this  disease  (which  I  do  not  think  has  been  accurately  de- 
scribed) ?  I  am  at  a  loss  to  say.    Whether  it  is  allied  to  eczema 
or  to  lupus  I  cannot  decide.    I  think  it  is  allied  to  lupus,  and 
the  characters  that  lead  me  to  think  so  are  these  :  first,  the 
situation  of  the  disease  ;  secondly,  the  way  in  which  it  heals  up 
and  breaks  out  again ;  and  thirdly,  the  occurrence  of  these  little 
nodular  hypertrophies  of  the  hymen,  urethra,  and  other  parts. 
It  is  difficult  to  be  sure  of  cicatrices  as  the  result  of  healing,  on 
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of  the  smallness  of  the  sores  and  their  situation  on 

"^tl^:^^^  every  woman  with  this  disea. 

mus  ;  the  association  is  not  necessary      -y  « 
1  woman  with  a  shght,  or  even  a  severe,  degree  of  vagmitis 
iy  not  have  vagini^smus.    It  is  only  when  the  pam  and  s  n- 
SSveness  are  extreme,  or  at  least  elicit  the  spasms,  that  the 
tZU^ees  vaginismus.    You  will  find  ^^^y  ~^^ 
these  and  other  ulcerations-some  of  them  e;^^^^J^ 
<)thers  not-who  have  no  vaginismus  at  all,  mdeed  little  oi  no 
Lderness  of  the  affected  parts.    This  xs  a  very  -p-^^^^^ 
distinction.    No  doubt  it  points  to  some  important  textural 
iff  ^en^e,  which  I  cannot  tell  you  of  because  I  do  not  know  it 
Evidently  there  is  a  great  variation  in  these  diseases,  but  I  know 
of  no  difference  in  the  general  history  or  in  the  appearances  on 
examination,  except  the  sensitiveness  and  consequent  production 
of  a  reflex  vaginismus.    Of  tliis  secondary  disease  the  case  that 
I  have  to  bring  before  you  is  an  excellent  example.    I  shall  not 
read  it  till  the  end  of  the  lecture. 

The  last  thing  I  have  to  enter  upon  is  the  important  matter 
of  treatment.    In  the  simple,  neurotic,  cases  I  am  bound  to  say 
I  know  of  no  treatment  that  is  of  decided  use.    If  the  case  is  a 
slic^ht  one,  the  dyspareunia  may  be  modified  by  an  enlargenient 
or^distension  of  the  vaginal  orifice,  but  only  slightly  modified 
Such  distension  can  be  easily  effected  by  the  surgeon.    In  a 
severe  case  any  operation  with  this  view  is  followed  by  no 
benefit.   This  is  what  I  rde^red  to  when  I  spoke  of  the 
evidence  in  regard  to  treatment  derivable  from  childbirth. 
There,  surely,  you  have  abundant  enlargement  and  laceration, 
tearmg  open  of  the  orifice  of  the  vagina  and  vulva ;  and,  m  a 
bad  case  of  this  kind  there  is  no  absence  of  the  disease  when 
sexual  relations  are  resumed.    In  a  slight  case  there  may  be 
some  improvement,  and  I  have  known  diminution  of  the  pam 
and  suffering  follow  the  bearing  of  a  child.  There  are,  however, 
operations  which  I  do  not  think  have  been  sufiaciently  tried, 
and  which  are  justifiable,  considering  the  desperate  circum- 
stances of  a  woman  suffering  from  intense  vaginismus.    I  think 
it  would  be  legitimate  to  try  the  operation  introduced  long  ago 
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into  practice-the  cutting  of  the  pudic  nerve.  I  have  seen  the 
operation  attempted,  perhaps  performed,  with  no  benefit 

This  individual  operation  was,  in  important  respects,  an  un- 
satisfactory one,  and  did  not  contribute  to  settling  anything; 
but  I  must  add  that  our  knowledge  of  the  therapeutic  results  of 
the  division  of  nerves  is  not,  in  this  matter,  very  encouraging : 
and  It  would  not  be  easy  to  remove  a  long  portion,  say  an  Inch, 
of  the  nerve,  m  order  to  obviate  the  failure  of  this  operation 
from  reunion  of  the  separated  ends  of  the  nerve-trunk.    It  has 
been  proposed  to  remove  the  most  sensitive  parts  ;  I  regard  this 
proceeding,  meantime,  with  no  favour.    Operations  of  this  kind 
have  been  frequently  performed,  and  declared  to  be  successful. 
At  present  I  have  no  doubt  that  the  observations  were  misinter- 
preted.   It  is  quite  easy  to  cure  many  cases  of  this  disease 
when  secondary.    I  have  no  belief  in  the  cutting  away  of  the 
hymen,  or  that  such  operations  have  any  influence  in  a  simple, 
neurotic,  vaginismus.    In  secondary  cases  you  are  very  hopeful 
in  your  treatment,  and  your  hopefulness  is  in  proportion  to  the 
curability  of  the  discovered  tangible  disease.     In  the  gi-eat 
majority  of  instances,  occurring  immediately  or  soon  after 
marriage,  where  you  have  the  red  spot  or  the  fissure  that  I  have 
described,  time  alone,  with  rest  of  the  parts,  is  aU  that  is 
required  for  their  cure.    You  temporarily  separate  the  parties 
from  one  another,  and  you  hear  no  more  about  the  case.  In 
such  examples,  if  the  duration  of  the  disease  is  prolonged,  child- 
birth wiU  certainly  cure,  or  almost  certainly,  because  in  child- 
birth you  have  an  imitation  of  a  treatment  (which  is  undoubtedly 
of  value  in  some  of  these  cases)  used  in  the  case  of  the  analogous 
disease  attacking  the  anus.    Cutting  through  the  mucous  mem- 
brane, or  deeper,  and  expanding  the  anal  orifice,  cures  the  irrita- 
bility and  the  fissure  of  the  anus.  And  so  also  in  these  parts. 
Vaginitis,  a  common  cause  of  secondary  vaginismus,  is  generally 
easily  cured.  Chronic  vaginitis  is  sometimes  very  difiicult  to  cure. 

In  studying  the  influence  of  treatment  you  will  keep  in  mind 
that  the  disease  is  liable  to  spontaneous  variations,  and  may 
even  disappear,  and  with  its  disappearance  you  will  expect  the 
supervention  of  sexual  desire  and  pleasure. 

The  case  I  have  to  bring  before  you  presents  a  good  picture 
of  one  form  of  the  disease,  and  of  a  course  of  treatment  that  has 
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utterly  failed  hitherto.  But  I  do  not  at  ^^^^tcl^^ 
young  woman  being  cured  of  thievery  pamful  and  distressing 

"^tf  aJe?  tTenty^ne^h^^^  married  for  two  years.  Is 
stronc."and  healthy,  and  has  menstruated  regularly  since  she 
as  ^^urteen  years  of  age.  Has  sexual  appetite,  biit  dysi_ 
amounts  now  to  complete  impotence.  Has  a  slight  yello wish 
clScharge.    She  was  admitted  to  "  Martha  "  ward,  seeking  relief 

from  dvspareunia.  .       n  ^i    i        i  if 

On  examination  there  is  found  ulceration  of  the  lower  half  of 
the  end  of  the  urethra,  which  is  very  vascular  and  projects  ike 
a  caruncle.    Around  the  orifice  of  the  vagina  and  external  to 
the  hymen,  are  five  rounded  spots  of  apparently  healthy  super- 
ficial ulceration,  of  the  size  of  one  or  two  lines  m  diameter. 
They  may  be  touched  without  producing  loss  of  blood  Ihe 
hymen  is  lacerated  and  its  posterior  part  is  thickened,  inflamed, 
and  projects.    The  affected  parts  are  intensely  tender.  No 
eA^dence  of  syphilitic  or  gonorrhoeal  affection  is  discoverable. 
The  thickened  portion  of  hymen  was  excised,  and  the  five 
ulcerations  were  well    cauterized  by  the  thermo-cautery. 
Twentv-seven  days  afterwards  it  was  found  that  three  of  the 
cauterized  spots  were  healed;  but  anteriorly  on  the  right  side 
were  two  new  little  ulcers.    There  is  now  a  small  tubercle  just 
within  the  margin  of  the  fourchette.    The  lowest  part  of  the 
posterior  columna  rugarum  has  become  slightly  hypertrophied. 
There  is  no  ulceration  of  the  urethra,  which  is  now  healthy. 
Dyspareunia  as  before.    A  month  after  this  examination  she, 
in  my  absence,  came  under  the  care  of  Dr.  Godson,  who  dis- 
sected off  the  whole  of  the  hymen,  and  made  an  incision  through 
the  fourchette— a  proceeding  which  has  been  systematically 
recommended.    After  another  month  she  declares  herself  as 
feeling  better,  but  the  dyspareunia  remains  as  before.  The 
urethra  now  presents  only  slight  caruncular  redness  on  the  left 
side  posteriorly.     On  the  right  side  of  the  urethral  orifice,  and 
about  half  an  inch  distant  from  it,  is  a  new  speck  of  ulceration. 
On  the  right  side  of  the  vaginal  orifice  is  another  ulcer  like  the 
former,  but  somewhat  larger,  another  posteriorly  near  the 
fourchette,  and  still  another  to  its  left. 

Although  treatment  has  been  in  this  case  successful,  the 
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success  has  been  of  a  kind  not  to  boast  of,  because  it  has  always 
been  followed  by  a  reappearance  of  the  disease.  The  woman  is 
at  present  feeling  better  than  when  she  came  originally  under 
our  care,  but  she  is  still  suffering  from  tins  curious  disability. 

Before  concluding,  I  may  tell  you  that,  in  several  cases  of 
this  ulcerative  disease,  I  have  operated  by  excising  the  dis- 
eased bits,  and  generally  without  success— that  is  to  say,  the 
disease  has  reappeared  after  the  parts  first  affected  were 
removed  by  the  knife.  And  extraordinary  about  these  cases  is 
this,  that  in  other  women  you  will  have  apparently  the  same 
disease,  even  much  more,  without  any  vaginismus,  even  without 
any  pain.  There  are  many  women  who  have  ulcerations  (of 
which  this  case  is  a  good  example)  who  are  quite  unaware  that 
they  have  any  disease  at  all,  who  have  no  dyspareunia  and  no 
complaint.  In  a  case  of  this  kind  which  I  saw  lately,  operation 
by  the  actual  cautery  was,  after  a  consultation,  resorted  to, 
and  with  complete  cure  of  the  disease,  so  far  as  the  ulceration 
was  concerned ;  but  the  woman  has  now  around  the  orifice  of 
the  vagina  several  tubercles,  which  are  red,  not  painful,  and 
which  indicate  what  I  have  already  said  is  my  own  impression, 
that  the  disease  is  analogous  to  lupus  rather  than  to  eczema,  or 
any  other  disease  with  which  I  can  place  it  side  by  side. 


LECTUEE  XIX. 


ON  VAGJJSriTIS. 

My  lecture  to-day  is  upon  vaginitis,  a  disease  which  is  so 
copiously  illustrated  by  cases  in  "Martha"  that,  althougli  it 
cannot  be  expected  to  strike  you,  it  strikes  me  very  forcibly 
that  it  is  greatly  neglected  in  medical  practice  and  in  medical 
literature.  This  arises  from  two  circumstances  :  it  is  often 
chronic  and  slight ;  and  it  often  forms  a  part  of  a  more  exten- 
sive disease,  of  which  other  parts  are  much  more  urgent,  and 
attract  the  whole  attention  of  the  observer  to  themselves.  If  a 
woman,  for  instance,  has  chronic  vaginitis  and  ovaritis,  the  case 
wUl  probably  be  called  ovaritis,  and  there  will  be  a  risk  of  the 
vaginitis  being  neglected.  If  a  woman  has  acute  vaginitis  and 
cystitis — which  latter  is  one  of  the  most  painful  and  urgent  of 
diseases — it  is  likely  that  the  vaginitis  will  be  neglected.  If  a 
woman  has  hypertrophic  and  ulcerated  lupus,  she  may  have 
also  cystitis,  vaginitis,  rectitis,  and  stricture  of  the  three  canals, 
and  it  is  likely  the  vaginitis  will  attract  little  attention,  the 
lupus  alone  being  fully  considered.  The  frequency  of  vaginitis 
gives  it  great  importance. 

Before  I  consider  the  parts  of  the  subject  which  are  to  form 
the  chief  topic  of  my  lecture  to-day,  I  must  get  a  few  state- 
ments out  of  the  way.  Diphtheritic  vaginitis  is  a  rare  disease  : 
I  have  seen  it.  Erysipelatous  vaginitis  is  a  rare  disease; 
and  there  is  a  peculiar  form  of  it  which  is  rarer — that  with 
diffuse  inflammation  of  the  external  cellular  coat,  causing  swell- 
ing which  almost  occludes  the  whole  length  of  the  passage ;  and 
when  this  ends  in  suppuration,  it  sometimes  so  dissects  out  the 
tube  of  the  vagina  as  to  deserve  the  name  of  para-colpitis  dis- 
secans. Lately  I  have  seen  a  case  of  vaginitis  with  similar 
inflammation  of  the  cervix  uteri,  where  the  disease  consists  of 
rounded  sloughing  phagedcenic  ulcerations,  of  one  or  two  lines 
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broad,  for  wliose  origin  no  satisfactory  syphilitic  account  can  be 
found  :  the  ulcers  were  on  tlie  laquear  vagin;e  and  on  tlie 
cervix.  Then  an  ulcerous  vaginitis,  rarely  ending  in  adhesions, 
is  described  ;  and  I  have  seen  a  pustular  vaginitis  more  than 
once. 

Besides  these  different  kinds  there  are  varieties  of  vasinitis, 
as  where  the  disease  attacks  only  parts  of  the  passage,  as  the 
laquear,  in  which  case  it  is  very  frequently  associated  with 
inflammation  of  the  cervix  uteH.  It  also  frequently  attacks  the 
lower  part  alone  of  the  vagina,  and  in  that  case  it  is  often 
associated  with  inflammation  of  the  pudendum.  Besides,  the 
inflammation  may  be  of  small  parts,  so  that,  when  the  vagina  is 
looked  at,  it  has  a  mapped,  or  a  marbled,  or  a  mottled  appearance. 
I  have  seen  also  a  vagina  spotted  like  a  Dalmatian  dog,  as  if  the 
chronic  inflammation  were  only  around  the  openings  of  numerous 
little  mvicous  follicles,  regularly  arranged.  Again,  as  in  a  case 
which  I  showed  you  in  "  Martha  "  last  Tuesday,  the  inflamma- 
tion may  so  affect  the  ridges  of  the  rugae  of  the  vagina  that  they 
alone  are  red,  the  sulci  being  pale. 

Now  for  a  great  matter.  Vaginitis  may  be  a  local  or  a  con- 
stitutional disease.  The  characteristic  acute  vaginitis,  specific 
venereal  gonorrhoea,  or  vaginitis  occurring  after  marriage,  or  the 
same  disease  occurring  after  the  introduction,  or  during  the 
wearing,  of  a  pessary,  are  examples  of  local — purely  local — 
disease.  If  the  disease  is  severe  it  draws  the  constitution  into 
sympathy  with  it,  and  you  have  a  constitutional  affection 
secondary  to  the  local.  In  vaginitis,  as  in  the  analogous 
gonorrhoea  in  the  male,  the  occasional  occurrence  of  arthritis 
is  alleged  as  evidence  of  a  constitutional  affection.  This 
rhceal  rheumatism  I  scarcely  feel  bound  to  believe  in,  for  I  have 
never  seen  it.  It  is  said  to  differ  from  ordinary  rheumatism  by  its 
rarity  in  females,  by  its  slightness,  by  its  very  seldom  attacking 
the  heart,  by  its  affecting  one  joint  or  a  few  joints  only,  and  by 
preference  the  knee,  and  by  its  less  tendency  to  leave  one  joint 
for  another. 

A  large  number— indeed,  I  think  the  majority— of  cases  are 
constitutional  in  their  origin :  they  exhibit  an  order  the  reverse 
of  that  which  I  have  mentioned  as  characteristic  of  local 
diseases;  it  is  the  constitutional  that  brings  on  the  local 
affection,  secondary  to  the  constitutional. 
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•  In  this  hospital  it  seems  natural  to  speak  at  length  on  the 
constitutional  origin  and  treatment  of  local  disease,  of  which 
AhernethY  made  so  much.  The  subject,  as  he  discussed  1  ,  was 
very  imperfectly  known;  and,  indeed,  now,  our  knowledge  is 
very  deficient.  A  great  deal  of  the  details  of  what  has  been  said, 
and  some  of  what  I  have  to  say,  is  mere  arbitrary  statement ; 
but  the  great  principles  are  so  important  that  I  must  enter  upon 
them  at  some  length. 

There  is  an  inflammatory  diathesis  which  accounts  tor  tlie 
occurrence  of  local  diseases,  and  this  is  occasionally  well  exem- 
plified in  lying-in  women.  Such,  while  well  and  tenderly  cared 
for  and  scrupulously  nursed,  and  after  the  time  of  septicaemia 
and  pytemia  are  passed,  may  have  a  violent  attack  of  pleuritis 
or  pleuro-pneumonia,  for  which  no  explanation  can  be  dis- 
covered, and  which  begins  and  ends  as  a  simple  inflammatory 
disease,  but  not  a  mere  local  disease :  it  springs  from  a  consti- 
tutional origin,  and  tliis  origin  we  call  the  inflammatory  dia- 
thesis, for  want  of  a  more  definitely  appropriate  name.  Extra- 
ordinary examples  of  this  occur.  After  a  week  of  healthy 
recovery,  then  come  puerperal  insanity,  double  pleuro-pneu- 
monia, double  nephritis  with  albuminous  urine,  and  double  or 
right  and  left  parametritis ;  all  beginning  and  ending  as  purely 
inflammatory  affections,  without  any  discoverable  reference  to 
cold  or  septicaemia. 

When  vaginitis  occurs  as  the  result  of  constitutional  disease, 
it  seldom  occurs  alone,  although  it  may  do  so.  It  is  generally 
accompanied  by  cystitis,  and  sometimes  by  still  more  extensive 
disease.  It  is  generally  subacute,  as  is  the  cystitis  which  often 
accompanies  it.  Vaginitis  and  cystitis,  each  alone,  or  the  two 
combined,  are  not  rare  in  old  women  as  constitutional  diseases. 
If  they  occur  in  conjunction,  the  cystitis,  being  much  more 
painful  than  the  allied  vaginitis,  may  alone  attract  the  observer's 
attention.  Besides  being  subacute,  a  constitutional  vaginitis  is 
likely  to  be  chronic :  it  will  probably  continue  so  long  as  the 
constitutional  condition  wliich  gives  rise  to  it  persists. 

What  are  the  constitutional  conditions  which  give  rise  to 
vaginitis  ?  Alcoholism  is  the  most  important ;  the  next  is  old 
age ;  the  next  is  lupus,  or  rather  the  constitution  accompanying 
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Itipns ;  and  the  next  is  diabetes,  and  in  this  case  the  vaginitis  is 
generally  accompanied  by  vulvitis. 

The  importance  of  this  distinction  of  vaginitis  into  local  and 
constitutional  is  seen  in  treatment.  A  local  vaginitis  is  to  be 
managed  almost  entirely  by  local  treatment.  A  constitutional 
vaginitis  will  be  very  imperfectly  and  unsuccessfully  treated  if 
you  pay  attention  only  to  the  local  treatment ;  whereas  if  you 
pay  attention  to  constitutional  treatment,  and  even  omit  local 
treatment,  you  will  succeed.  In  cases  of*  this  kind  striking 
successes  in  practice  are  often  seen.  You  are  called  to  a  case 
of  a  drunken  woman  who  has,  as  is  not  very  rare,  inflammation 
of  the  kidney,  bladder,  urethra,  and  vagina,  of  a  subacute  kind, 
and  are  told  by  the  practitioner  that  he  has  tried  every  medicine 
he  can  think  of.  His  therapeutical  method,  in  its  highly  diluted 
copiousness,  reminds  one  of  the  garrulity  of  little  knowledge. 
In  such  a  case,  I  say,  if  you  recognise  the  constitutional  origin 
of  the  disease,  then  the  line  of  treatment  is  at  once  indicated, 
and  you  achieve  brilliant  success.  You  make  the  drunkard  a 
teetotaller,  and  the  vaginitis  disappears.  An  illustration,  foreign 
to  the  genital  organs,  may  be  of  use :  There  is  a  form  of  con- 
junctivitis which  is  produced  by  chloralism.  Now,  if  an  oculist 
were  treating  this  in  ignorance  of  its  cause,  what  a  failure  he 
would  make  !  He  would  feel  that  a  disease  usually  easily  cured 
was  beating  him,  and  he  might  be  tempted  to  try  something 
else,  and  again  something  else ;  whereas,  if  he  knew  the  cause, 
he  could  cure  it  at  once.    SuUata  causa  tollitur  effechos. 

Besides  that  this  disease  may  be  local  or  constitutional,  there 
is  another  very  important  thing  to  remember  about  it — namely, 
that  it  is  frequently  part  of  a  more  extensive  malady. 

This  is  true  of  local  vaginitis,  and  the  more  extensive  malady 
is  the  affection  of  the  neighbouring  organs.  In  cases  of  acute 
vaginitis  the  spreading  is  by  continuity.  A  woman  has  venereal 
gonorrhoea.  It  is  not  improbable  that  she  will  have  endome- 
tritis, salpingitis,  ovaritis,  perimetritis,  urethritis,  cystitis,  and 
ureteritis,  and  perhaps  nephritis.  The  whole  disease  here  is 
local;  it  was  begun  by  the  poisoning  of  the  vaginal  mucous 
membrane.  The  treatment  of  the  local  disease  is  essential  in 
the  case,  but  the  other  diseases  must  be  attended  to,  and  they 
may  persist  after  the  cure  of  the  original  local  affection. 
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When  the  cUsease  is  constitutional,  the  vaginitis  is,  as  I  have 
already  said,  generally  only  a  part  of  a  more  extensive  malady. 
I  saw  a  case,  for  instance,  not  very  long  ago,  during  pregnancy, 
and  another  case  in  an  old  woman  above  sixty,  where  tire 
constitutional  disease  was  alcoholism.     Both  had  purulent 
leucorrhcea;  both  had  urethritis,  which  in  the  old  woman  was  so 
severe  that  you  could  bring  out  pus  from  the  orifice  of  the 
urethra.    Both  had  irritable  bladder  and  albuminous  urme,  this 
secretion  being  in  the  old  woman  sometimes  tinged  by  blood. 
In  both  the  vaginitis  was  an  unimportant  part  of  the  disease 
compared  with  the  affection  of  the  urinary  organs  ;  and  this 
latter  justly  attracted  almost  the  whole  attention  of  the  prac- 
titioner.   In  such  cases  the  urine  is  of  low  specific  gravity  ; 
opalescent,  and  remaining  opalescent  after  standing  ;  it  deposits 
mucus  with  phosphates  and  lithates.    The  microscope  detects 
pus,  bladder  epithelium,  and  epithelium  of  the  ureters.  Albumen 
is  thrown  down  on  boiling. 

This  extended  inflammatory  affection  of  the  whole  genito- 
urinary organs,  of  which  vaginitis  is  a  part,  the  result  of 
alcoholism,  is  not  a  disease  which  stands  alone.  There  is  a  well- 
described  disease,  for  instance,  which  affects  the  same  system  of 
organs,  and  them  alone,  in  women,  called  genito-urinary  tuber- 
culosis, a  good  example  of  which  in  the  post-mortem  room  is 
one  of  the  most  interesting  of  sights. 

You  are  not  to  suppose  that  vaginitis  is  a  usual  result  of 
alcoholism.  In  those  not  pregnant  and  not  old,  a  more  common 
result  is  ovaritis  and  endometritis,  like  those  produced  by  fevers. 
But  whereas  the  ovaritis  and  endometritis  of  fever  are  temporary, 
the  same  diseases  of  alcoholism  are  only  temporary  if  the  alco- 
holism is  also  temporary. 

An  example  of  another  form  of  constitutional  disease  produc- 
ing vaginitis  I  shall  read  to  you.  Here  the  vaginitis  is 
connected  with  lupus.  I  shall  not  now  give  you  the  character- 
istics of  the  recurring  vaginitis  of  lupus,  because  you  will  hear 
me  read  them  in  this  report ;  and  I  ask  your  attention  to  the 
fact  that  the  vaginitis  was  rapidly  improved  while  the  patient 
was  under  our  care.  This  form  of  vaginitis  is  often  easily  cured, 
but  it  is  very  liable  to  relapse  ;  for  I  have  classed  it  as  of 
constitutional  origin  ;  and  who  will  remove  lupus  from  the 
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constitution  ?  The  woman  lias  myxredema  or  cretinoid  disease  ; 
she  lias  lupus  niiuimus  of  the  orifice  of  the  urethra  and  around 
the  vaginal  orifice ;  and  she  has  diabetes.  She  came  to  us  to  be 
treated  for  vaginal  discharge. 

E.  K.,  aged  forty-one,  married  twelve  years ;  has  had  two 
children,  no  miscarriage;    last  child  born  ten  years  ago, 
husband  having  been  absent  since  then.    Says  she  measured 
eighteen  inches  in  girth  at  the  waist  before  her  last  preg- 
nancy;  she  now  measures  thirty-eight  inches.     Hands  and 
feet  were  then  small  and  fine.    Gradually,  during  the  last  ten 
years,  she  has  grown  weaker  and  bigger.    Hands,  feet,  face 
(especially  lips  and  nose),  and  neighbourhood  of  umbilicus,  have 
become  thickened  and  coarse.    Hands  most  affected,  being  thick, 
corrugated,  clumsy,  like  those  of  a  labourer,  with  the  nails 
coarse,  dirty-looking,  and  flattened.    She  has  lost  power  to  a 
great  extent  in  arms  and  legs,  being  unable  to  grasp  anything 
firmly,  and  finding  it  tedious  and  difticult  to  thread  a  needle. 
She  cannot  see,  hear,  smell,  or  taste,  as  formerly.  Ophthalmo- 
scopic examination  reveals  nothing  abnormal  in  the  eyes.  For 
the  last  three  months  she  has  been  passing  large  quantities  of 
water,  and  has  not  been  able  to  retain  it  above  a  minute  after 
the  desire  to  urinate  is  felt.     The  quantity  now  passed  is 
about  a  pint  at  a  time :  it  has  a  specific  gravity  of  1042,  and 
contains  much  sugar.    On  successive  days  she  has  passed  5|-, 
6^,  8,  6,  4,  7|  pints.    The  fourcliette  is  entire ;  at  eacli  side,  and 
arranged  around  and  external  to  the  proper  vaginal  orifice,  are 
dark-red  and  tender  patches.   The  vestibule  between  the  clitoris 
and  urethral  orifice  is  red  and  pitted.    The  posterior  half  of 
margin  of  the  urethral  orifice  presents  a  prominent,  caruncle- 
like ulcer  with  everted  edges,  not  extremely  sensitive.  The 
cervix  uteri  contains  an  opaque  (not  yellow)  mucus.  The 
vagina  has  a  measly-looking,  mottled  red  surface,  painted  over 
with  copious  thin  green  pus ;  its  surface  is  smooth,  and  rugai 
are  not  seen.    She  has  been  treated  for  a  few  days  with  a 
vaginal  injection  of  black-wash,  and  already  the  vaginitis  has 
iieaiiv  gone,  the  surface  looking  scarcely  redder  than  natural 
— not  smooth  and  glazed  as  before,  but  presenting  distinct  ruga?, 
and  the  pus  being  laudable. 

Epoch,  or  age,  here  produces,  not  different  diseases  of  the 
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f  m  part  adjoining  tte  hymen.    Then  dunng  — 
lite  you  have  the  characteristic  acute  vaginitis  the  venereal 
'  nor'La,  or  a  like  disease,  which  may  owe  its  origin  to  pertect  y 
mire  seximl  intercourse.    An  acute  vaginitis  is  not  to  be  so 
^■nated,unk^^     has  the  combination  of  characters  neces- 
sary to  entitle  it  to  that  name.    You  must  have  intense  mflam- 
niion.  rapidly  coming  on  after  the  cause  has  acted,  coming  to  a 
climax  in  eight  or  nine  days,  and  then  rapidly  fading  and  going 
away  altogether,  or  becoming  chronic  ;  and  you  must  have, 
dnrino  the  height  of  the  disease,  a  copious  iiow  ot  laudable  pus. 

The  vagina  in  this  disease  generally  presents  a  red,  raw- 
looking  surface,  beneath  which  there  is  a  little  redema,  ti.e  rugic 
not  being  obliterated.  It  is  sometimes  punctate,  which  probabl) 
arises  from  the  injection  ot  papilto,  and  it  is  often  granulated 

from  the  same  cause.  . 

The  vaginitis  of  old  age  is  generally  subacute,  and  a  similar 
disease  is  not  rare  during  pregnancy  and  in  the  puerperal  state. 
Earely  does  the  vagina,  when  inspected,  present  the  same 
appearance  as  in  the  acute  vaginitis  of  youth.     It  is  more 
fi-equently  smooth,  having  a  glazed  appearance  and  feelmg,  tlie 
ru"£e  being  obliterated, and  re-appearing  as  the  disease  is  cured; 
and  sometimes  you  see  areas  over  which  the  mucous  surface 
seems  to  be  destroyed,  and  these  bleed  readily,  especially  when 
touched.    In  many  of  these  cases  you  are  consuUed  not  for 
vaginitis,  but  for  so-called  menorrliagia,  which  the  woman 
supposes  she  is  suffering  from;  and,. as  you  know,  this  is  an 
alarming  symptom  in  old  women. 

This  disease,  especially  in  old  women,  leads  to  "  garrulitas 
vulv^."  The  vagina  probably  secretes  air,  and  the  woman  may 
be  extremely  annoyed  by  passing  it  from  the  body.  This  is  not 
the  only  explanation  of  passing  air  from  the  vagina,  but  it  is 
the  only  one  I  at  present  mention  ;  and  I  may  remind  you  of 
the  disease  called  "  vaginitis  emphysematosa." 

In  the  subacute  vaginitis  of  old  women  the  bladder  is  very  often 
simultaneously  affected.  The  pus  is  generally  thin  and  green.  It 
maybe  very  scanty, but  is  sometimes  extremely  copious.  Although 
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the  disease  may  depend  greatly  upon  the  permanent  constitutional 
mtluence  of  senescence,  it  is  upon  the  whole  amenable  to  simple 
treatment.  The  vaginitis  of  the  old,  affecting  submucous  tissue 
IS  probably  the  cause  of  those  common,  partial,  thin-ed"ed 
vagmal  strictures  which  are  so  frequently  found  hi^h  in  the 
passage.  ° 

Now,  besides  these  two  forms  of  acute  vaginitis  the 
vaginitis  of  mature  life  and  of  old  age,  you  have  chronic 
vaginitis. 

Chronic  vaginitis  of  youth  occurs  in  various  forms.  There 
is  a  chronic  vaginitis  in  which  the  vagina  is  hard  and  small, 
its  rugae  well  seen,  but  yet  evidently  swollen,  cedematous,  and 
with  either  no  secretion  or  with  the  rugae  painted  over  by  an 
old  grey-white  accumulation  of  sordid  epithelial  detritus.  This 
kind  of  vaginitis  is  not  rare,  and  it  sometimes  escapes  notice, 
because,  although  it  may  be  connected  with  vaginismus,  it  often 
produces  no  symptoms.  Of  this  form  we  had  a  case  in  "  Martha  " 
a  few  days  ago.    This,  which  may  be  called  dry  vaginitis,  has  its 
analogue  in  a  disease  of  the  deep  cavities  of  the  nose,  which  I 
have  suspected  as  producing  peculiar  headache  and  giddiness, 
and  which  is  assuaged  or  cured  by  the  same  soothing  lotions  as 
act  on  the  disease  in  the  vagina.    Another  disease  I  may  men- 
tion, remotely  analogous  to  this.    Many  of  you  remember  the 
last  ovariotomy  performed  in  "Martha,"  and  you  must  have 
seen  that  woman's  uterus  pulled  out  of  the  pelvis,  red,  and 
having  the  appearance  of  a  fresh  section  of  raw  beef.  That 
was  a  case  of  dry  chronic  peritonitis  without  any  secretion  or 
symptoms.    It  did  not  interfere  with  her  good  recovery.  I 
spoke  of  this  condition  in  my  lecture  on  "  Hydro-peritoneum." 
In  some  cases  the  cervix  uteri  is  diseased  as  well  as  the  vao-ina, 
and  I  shall  read  an  example  which  occurred  in  "  Martha  "  lately. 
In  this  we  had,  probably  as  a  result  of  an  acute  vaginitis, 
a  chronic  vaginitis  accompanied  by  cystitis  and  urethritis,  and 
only  imperfectly  cured  after  long  perseverance. 

S.  H.,  aged  twenty-seven ;  general  health  good ;  has  been 
niarried  more  than  a  year,  but  has  not  been  pregnant.  Has  been 
under  treatment,  in  another  ward,  for  some  months,  for  chronic 
catarrh  of  the  bladder.  Had  an  abscess  in  a  labium  majus, 
and  yellow  vaginal  discharge,  before  admission  to  the  hospital. 
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Her  ui-ent  symptom  is  frequent  calls  to  pamful  urma  ion. 
Private  parts  so  tender  as  to  necessitate  the  use  of  cldoroform 
in  most  of  the  examinations.  Vulva,  vestibule,  hymen,  mtensel> 
red.    Bladder  hard,  exquisitely  tender,  contracted  so  as  to  have 
only  two  inches  from  orifice  of  urethra  to  fundus.  Laudable 
pus  flows  from  vagina,  and  can  be  expressed  from  urethra 
Speculum  shows  vagina  to  be  red;  ruga^  not  seen;  surface  not 
granulated,  but  has  an  edematous  appearance.   Uterus  lieaitny 
To  have  hot  hip-bath  and  morphia  suppository  at  bedtime,  and 
a  copaiba  mixture  several  times  daily.    Bismuth  powder  lotion 
twice  dailv  per  vaginam.    Milk  diet.    Saline  laxatives  when 
required.  "Not  to  get  out  of  bed.    Under  this  treatment  she 
aradually   improved.     Subsequently  the  bladder  was  daily 
washed  with  an  acidulated  solution  of  sulphate  of  qumme,  two 
grains  to  an  ounce ;  and  still  later  with  subnitrate  of  bismuth 
suspended  in  water.    After  three  months  of  dihgent  treatment, 
the  vaginitis  and  urethritis  were  cured,  the  bladder  had  greatly 
increased  in  capacity  and  was  less  irritable,  but  the  urination 
was  still  unnaturally  and  distressingly  frequent. 

The  chronic  vaginitis  of  old  age,  as  I  have  already  said,  is 
often  accompanied  by  pruritus,  and  frequently  causes  alarm^  by 
bleedincv.  Here  is  an  example  of  it,  in  which  we  have,  besides 
the  vaginitis,  incurable  hypertrophy  of  the  urethra. 

E.  s!,  aged  forty-seven,  has  been  married  for  twenty  years, 
and  has  had  three  children  ;  no  miscarriage  ;  the  last  child  born 
twelve  years  ago.    Catamenia  began  at  thirteen  years  of  age, 
and  continued  (with  some  irregularity  the  last  twelve  years)  till 
a  year  ago,  when  they  ceased.    For  nine  years  has  had  a  green 
watery  discharge  from  the  vagina,  which  is,  at  least  sometimes, 
foetid.    Coitus  very  painful  for  the  last  two  years.    Her  appear- 
ance is  unhealthy.    Her  urine  is  loaded  with  lithates.  The 
urethra  is  hypertrophied,  hardened,  and  feeling  like  a  small 
finger.    Except  slight  redness,  it  presents  no  unnatural  ap- 
pearance to  the  eye.    It  is  tender  to  touch  per  vaginam  and  on 
using  the  sound.    The  bladder  and  womb  are  natural.  The 
vagina  has  a  polished,  slightly  reddened,  tender  surface,  which 
readily  bleeds  at  various  points  when  touched.  Glycerine 
cotton  plugs  were  used  for  three  weeks,  and  for  a  month  she  had 
twice  daily  an  astringent  lotion  of  ten  ounces  of  tepid  water 
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witli  tliirty  grains  of  alum,  and  as  much  of  sulphate  of  zinc  in 
solution.  She  was  discharged  greatly  relieved,  yet  her  disease 
was  not  quite  cured. 

I  have  mentioned  many  forms  of  vaginitis,  and  one  important 
practical  subject  I  must  discuss  briefly  in  connection  with  the 
forms  of  this  disease.  Is  it,  in  any  special  case,  venereal  or  not 
venereal  ?  You  will,  in  practice,  often  be  asked  this  question, 
and  I  advise  you  never  to  answer  it— yes,  or  no.  You  cannot 
decide  absolutely  whether  a  case  is  venereal  or  not.  At  one 
time  it  was  supposed  that  the  discovery  of  trichomonads,  or  a 
leptothrix,  or  a  vibrio,  would  decide  whether  it  was  venereal  or 
not.  But  this  is  now  given  up,  and  a  coccus  is  suh  judice.  I 
have  seen  gonorrhoea  which  was  certainly  not  venereal  bear 
every  character  of  the  ordinary  venereal  disease.  I  do  not 
say  that  there  is  no  distinction,  but  only  that  the  distinction 
cannot  be  made  out  by  the  practitioner  so  as  to  justify  him, 
from  his  own  inquiries  into  a  case,  in  giving  a  decided  opinion 
on  the  subject.  Meantime,  the  distinctions  of  venereal  gonor- 
rhoea are  simply  marks  of  severity.  It  has  been  said  that 
venereal  gonorrhoea  is  infectious,  while  simple  gonorrhoea  is 
not ;  but  I  have  seen  every  character  that  can  be  predicated  of 
the  one  occur  in  the  other,  as  I  said  before,  including  infection. 

What  are  the  characters  that  make  you  suspect  that  a 
vaginitis  is  of  venereal  origin  ?  It  begins  within  a  few  days — 
generally  two  or  three — of  the  infection  ;  it  is  severe,  and  runs 
an  acute  course  ;  the  secretion  of  pus  is  abundant,  beginning 
about  the  third  day  of  the  inflammation,  and  remaining  copious 
for  about  a  week  or  nine  days.  The  vulva  is  generally  affected, 
so  that  the  woman  has  more  or  less  difficulty  in  walking  ;  and, 
the  vulva  being  affected,  the  inguinal  glands  are  liable  to  be 
affected,  and  you  may  even  have  bubo.  The  urethra  is  affected, 
and  also  the  bladder  ;  there  is  liability  to  ovaritis  and  to  peri- 
oophoritis ;  and  there  is  the  almost  certain  infection,  not  only 
by  sexual  intercourse,  but  by  the  matter  touching  any  mucous 
surface,  such  as  that  of  the  eye. 

I  have  little  time  to  make  remarks  upon  treatment,  and 
indeed  the  treatment  of  this  disease  is  illustrated  by  the  cases  I 
have  read,  and  it  is  so  well  described  in  every  textbook  that  it 
would  be  only  waste  of  this  day's  time  to  enter  upon  it.  It 
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of  the  local  or  constitutional  ongm  of  the  disease,  tn"- = 
of  the  simplicity  of  the  affection,  or  of  its  complication  01 

extension  to  other  parts.  n 
The  acute  disease  is  treated  hy  diet,  and  P^^^gatives  and 
baths,  and  rest.  Locally,  it  is  treated  at 
injection,  such  as  that  of  decoction  of  poppy-heads  ;  and  after- 
wards by  other  injections,  such  as  that  of  much-diluted  hquoi 
plumbi  diacetatis;  and  at  the  end  by  injections  _  of  very 
dilute  astringents,  as  of  the  sulpho-carbolate  of  zmc.  All 
these  injections  are  made  with  some  kind  of_  syrnige.  Ihe 
injection  is  of  from  ten  to  twenty  ounces,  and  it  is  passed  slowly 
through  the  vagina.  It  is  good  treatment,  in  a  tiresome  case, 
to  apply  weak,  or  sometimes  strongish,  solution  of  silver  nitrate 
to  the  vagina,  and  that  is  done  by  a  blunt-pointed  glass  syringe. 
You  pass  something  Hke  an  ounce  into  the  vagina,  through  it. 

The  chronic  disease  is  treated  in  many  respects  as  the  acute 
or  subacute,  only  you  place  more  reliance  upon  the  use  of 
powder  suspended  in  water— such  as  the  white  bismuth.  An 
exceUent  remedy  is  a  weak  solution  (five  or  six  grains  to  the 
ounce)  of  sulpho-carbolate  of  zinc ;  and  I  shall  conclude  the 
lecture  by  reading  to  you  a  case  of  simple  chronic  vaginitis 
with  smooth  glazed  surface,  which,  after  we  were  afraid  it 
would  prove  rebellious  to  treatment,  was  quickly  cured  by  the 
use  of  the  hot  douche.  This  is  the  injection  into  the  vagina  of 
a  large  quantity  of  water  at  a  blood  heat  or  some  degrees 
higher;  and  the"  water  is  injected,  for  several  minutes,  with 
considerable  force,  which  may  be  estimated  by  my  telling  yon 
that  it  will  throw  it  four  and  a  half  feet  high.  This  powerful 
remedy  proved  of  curative  value  in  the  case  I  am  to  read  to 

you-  , 

M.  P.,  aged  thirty-seven,  has  been  manied  eight  years,  and 

has  had  no  children.  The  catamenia  began  at  thirteen  years, 
and  were  regular  and  somewhat  painful  till  recently,  when  they 
have  been  delayed  sometimes  to  the  extent  of  two  weeks.  Tor 
about  nineteen  months  she  has  suffered  from  pain  in  the  situa- 
tion of  the  vagina,  yellow  discharge,  painful  coitus  ;  and  in  the 
earlier  period  of  her  illness  she  had  painful  micturition.  She 
has  slight  pain  on  pressure  over  the  right  kidney.    No  pain  on 
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deficcation.  Tlie  pain  in  the  vagina  comes  in  paroxysms  several 
times  a  day.  She  says  tlmt  the  yellow  discharge  has  latterly 
dimmished  considerably.  The  finger  finds  an  unnatural  smooth- 
ness of  the  vagina.  The  speculum  reveals  no  disease  of  the 
cervix,  hut  the  vagina  is  smooth,  slightly  redder  than  natural, 
and  painted  over  with  yellowish  muco-pus.  After  the  failure 
of  long-continued  ordinary  treatment  as  an  out-patient  and  for 
a  short  time  in  "Martha,"  she  was  ordered  to  have  twice  daily 
the  vaginal  douche  of  hot  water  at  about  blood  heat  for  some 
fifteen  minutes  each  time.  Of  this  treatment  she  quickly  felt 
advantage,  and  after  five  days  of  it  she  left  the  hospital  quite 
well.  The  vagina  had  lost  its  (edematous  smoothness,  and  was 
pale  and  rugous  in  the  natural  manner. 

Vaginitis  emphysematosa  is  probably  not  an  inflammation. 
It  occurs  in  the  unimpregnated  and  in  the  pregnant.  It 
affects  the  higher  parts  of  the  vagina  and  the  cervix  uteri,  little 
purplish  vesicles  appearing,  filled  with  gas,  which  is  displace- 
able  and  feels  emphysematous.  The  disease  spontaneously  dis- 
appears. 


LECTURE  XX. 


ON  INFLAMMATIONS  OF  THE  PUDENDUM. 

The  diseases  wliicli  form  the  subject  of  my  present  lecture  com- 
pose a  natural  group,  of  only  some  members  of  which  have  we 
had  examples  in  "Martha"  recently.  I  call  them  mflam- 
mations  of  the  pudendum ;  but  they  are  often  called  mflamma- 
tions  of  the  vulva,  and  sometimes  of  the  vestibule.  The  words 
"vulva"  and  "vestibule"  imply  only  areas,  whereas  the  word 
"  pudendum"  (or  pudenda)  implies  parts,  and  is  therefore  pre- 
ferable. 

I  shall  get  over  a  large  subject  to-day,  for  I  intend  to  say 
almost  nothing  about  symptoms  or  about  treatment ;  because,  in 
the  case  of  the  inflammations  of  which  I  am  to  speak,  to  go  over 
the  symptoms  and  treatment  would  be  to  repeat  a  thrice-told 
tale.  The  diagnosis,  indeed,  I  shall  pass  over  briefly.  In 
general  it  is  very  easy  ;  and  in  my  next  lecture,  on  cysts  and 
tumours  of  the  pudendum,  I  shall  make  some  remarks  on 
diagnosis  which  are  applicable  to  this  set  of  diseases. 

Inflammation  of  the  labia  is  almost  certainly  the  cause  of  one 
form  of  atresia  that  is  seen  in  infants,  the  labia  majora  cohering; 
that  is  a  disease  which,  being  intra-uterine,  we  cannot,  of  course, 
see,  and  we  know  it  only  from  its  results.  The  labia  majora  are 
liable  in  children  to  noma,  a  disease  which  I  have  seen 
affecting  the  mouth,  but  which  I   have  never  seen  affect- 
ing the  private  parts.    I  might  here  make  some  interesting 
remarks  upon  the  mutual  pathological  resemblances  of  the 
face  and  the  ano-vulvar  region,  a  subject  which  is  well  illus- 
trated by  this  disease  and  lupus,  and  several  other  morbid  con- 
ditions which  specially  affect  these  two  parts.  Follicular  vulvitis, 
or  vulvar  folliculitis,  is  said  to  be  a  common  disease,  but  I  have 
never  seen  a  good  example  of  it.    I  am  familiar  with  it  from 
the  descriptions  and  pictures  in  books ;  but  I  have  never  seen  it 
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in  Nature,  and  therefore  shall  say  nothing  about  it.  Erysipelas 
of  the  pudeuduni  is  not  uncommon.  It  is  extremely  dangerous 
in  lying-in  women.  Sloughing  of  the  private  parts— a  condition 
in  some  cases  resembling  hospital  gangrene— occurs  in  infants 
after  fevers,  and  also  in  women  after  delivery.  When  it  does 
occur,  the  patients  generally  die,  though  I  have  seen  them 
recover  after  extensive  destruction  of  the  private  parts.  In 
such  cases  you  have  either  complete  cicatricial  closure  of  the 
vagina,  or  partial  closure— that  is,  stricture  of  the  external 
orifice  of  the  vagina — as  the  result  of  the  healing  up  of  the 
great  raw  surface  left  by  the  separation  of  the  sloughs.  You 
must  distinguish  these  great  gangrenes  from  what  may  be  called 
healthy  sloughing,  which  is  not  at  all  uncommon  after  what  is 
an  ordinary,  and  quite  natural,  delivery.  If  you  examine  num- 
bers of  women  after  delivery,  especially  primiparte,  you  will 
often  find  small  dark-coloured  sloughs  of  the  hymen,  or  of  tags 
of  mucous  membrane  torn  up  at  the  orifice  of  the  vagina,  or 
even  of  a  pile  at  the  anal  orifice.  Such  sloughs,  as  I  say,  are 
not  at  all  rare,  and  have  little  clinical  importance,  though  great 
clinical  interest. 

Passing  over  these  various  diseases,  I  have  said  that  the 
group  on  which  I  am  lecturing  to-day  is  of  great  interest.  It 
exemplifies  admirably  the  influence  of  epoch  in  establishing  the 
tendency  to  disease  ;  different  diseases  affecting  different  epochs 
of  life.  I  use  the  word  "  epoch  "  in  place  of  the  word  "  age," 
which  I  should  otherwise  naturally  employ,  because  this  latter 
is  misleading ;  suggesting  that  what  I  refer  to  is  the  influence  of 
growth  and  adolescence  or  decrepitude  and  senescence.  JSTo 
doubt  adolescence  and  senescence  have  great  influence;  but, 
entirely  apart  from  this,  there  is  an  influence  exerted  by 
epoch. 

The  little  I  have  to  tell  you  very  well  illustrates  another 
important  point  in  your  education.  Nothing  faciUtates  study 
more  than  the  change  of  mere  knowledge  into  understanding, 
improving  mere  memory  by  adding  to  it  varied  intelligence 
concerning  the  subject  remembered.  ,Jew  people  have  any 
difficulty  in  remembering  a  thing  wliich  they  understand.  If 
you,  in  addition  to  being  told  a  thing,  see  it,  still  further  if  you 
feel  it,  you  are  much  more  likely  to  remember  it  than  if  you 
are  merely  told  it.    Herein  is  an  advantage  of  clinical  study 
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over  systematic  lecturing.  But  if,  in  addition  to  seeing  and 
feelino  you  have  other  ideas  associated  with  a  matter,  winch 
constitute  a  wider  and  more  profound  scientific  knowledge,  you 
can  scarcely  forget  it.  r.  w 

Characteristic  vulvitis  (infantum)  is  a  disease  confined  to 
childhood;  not  vaginitis,  which  is  a  disease  of  maturity  and 
advanced  vears.  Characteristic  acute  vaginitis  may  be  said  to 
be  peculiar  to  maturity  or  the  child-bearing  period  of  hfe. 

In  mature  life  you  have  simple  acute  inflammation  of  the 
labia,  and  of  the  glands  of  Cowper,  and  of  their  ducts— diseases 
which  you  never  see  either  in  youth  or  in  old  age. 

Then  you  have  another  important  epoch— namely,  the  re- 
curring periods  of  pregnancy  and  the  puerperal  state— an  epoch 
markecl  by  hypertrophy  and  oedematous  conditions  of  the  labia 
not  seen  at  other  times. 

In  old  age  you  have  a  series  of  inflammations  characterized 
by  the  symptom  pruritus,  which  gives  its  name  to  the  morbid 
conditions,  consequent  upon  inflammations  of  a  chronic  kind, 
affecting  chiefly  the  skin  and  mucous  membrane ;  erythema  or 
dermatitis,  generally  with  hypertrophy,  and  often  with  eruptions. 

There  are  two  diseases  which  are  so  rare  that  I  cannot 
classify  them  according  to  epoch  at  all— namely,  progressive 
gangrene  and  progressive  suppuration.  I  give  them  the  name 
"  progressive  "  because  they  have  analogies  with  diseases  in  the 
lower  animals  that  are  so  named,  and  are  very  much  better 
known,  for  evident  reasons,  than  are  the  analogous  diseases  in 
woman.  In  the  lower  animals  these  are  attributed  each  to  its 
special  bacterium;  and,  in  the  present  state  of  science,  it  is 
natural  to  ascribe  each  to  its  special  bacterium  in  woman  also 
— one  species  causing  gangrene,  another  suppuration. 

Progressive  gangrene  is  a  disease  that  I  have  only  seen  in 
one  case,  and  I  know  of  no  other.  It  occurred  in  a  lady  who 
was  suffering  from  perimetritis,  and  the  progressive  gangrene 
came  and  went  while  the  perimetritis  was  going  on  ;  it  was  an 
interlude  in  the  course  of  a  long  perimetritis  with  suppuration. 
This  case  was  rare  in  its  issue,  for  the  patient  recovered  and 
lived  for  many  years.  The  skin  is  not  primarily  attacked  as  in 
erysipelas  or  in  the  sloughing  of  the  labia,  which  you  see  in 
infants  and  sometimes  in  lying-in  women.  It  is  a  disease 
known  as  occurring  in  the  scrotum  of  males,  and  it  used  to  be 
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supposed  to  depend  upon  infiltration  of  urine;  hut  it  has  been 
shown  to  occur  independently  of  any  disease  or  injury  in  the 
urinary  passages.  It  occurs  around  the  rectum  and  also  in  the 
neck,  and  it  has  received  the  names  of  "  areolar  inflammation 
and  sloughmg,"  "inflammatory  ccdema,"  and  also  "sloughing 
cellulitis."  I  have  given  it  the  name  progressive  ganarene°  In 
my  case,  with  slight  access  of  fever,  there  appeared  mucli 
swelling  chiefly  affecting  one  side  of  the  perinteum.  The  skin 
over  this  swelling  was  of  a  dusky  leaden  colour;  and  the 
swelling  itself  could  be  felt,  per  vaginam  and  per  rectum,  to 
pass  high  up  into  the  excavation  of  the  pelvis ;  it  was  not  very 
tender,  and  had  a  boggy  softness.  "When  the  knife  was  put  into 
it,  matter  did  not  escape,  but  an  ugly,  ichorous,  brown,  serous, 
fluid,  and,  after  the  escape  of  this,  there  came  at  intervals 
plenty  of  sloughed  cellular  tissue,  and  lastly  plenty  of  pus. 
The  destruction  of  cellular  tissue  was  so  great  in  my  patient 
that  I  thought  she  could  never  recover  the  retaining  power  of 
her  anus  and  the  proper  use  of  the  lower  part  of  her  rectum. 
Before  the  healing  commenced  you  could  pass  your  finger  round 
the  great  sacro-sciatic  ligament  standing  as  a  bare  beam  in  the 
midst  of  the  discharge.  The  patient  was  young  and  otherwise 
of  sound  constitution,  and  it  was  not  long  before,  upon  a  super- 
ficial examination,  you  would  have  discovered  nothing  wrong 
but  a  cicatrix,  and  she  had  a  perfect  use  of  all  the  parts  in  that 
neighbourhood. 

Progressive  suppuration  is  a  commoner  disease,  of  which  I 
have  seen  several  examples ;  it  occurs  in  old  and  middle-aged 
women ;  and  I  have  not  seen  it  in  young  girls.  It  is  a  cold 
abscess,  or  rather  a  nearly  endless  series  of  cold  abscesses, 
which  mature  slowly  and  burst,  or  are  opened  and  leave  behind 
them  very  little  cicatricial  deformity.  Before  one  is  closed,  or 
soon  after,  another  appears ;  and  so  it  goes  on  for  months,  until 
in  some  cases  the  general  health  of  the  patient  is  completely 
destroyed;  yet  I  have  never  seen  it  prove  fatal.  Tlie  worst 
case  I  have  met  was  that  of  a  lady  who  came  to  me  from 
America  with  this  disease.  She  had  an  ever-recurring  forma- 
tion of  cold  abscesses  in  some  part  of  either  labium  majus.  She 
stayed  under  my  care  for  several  months,  and  she  left  for  the 
South  of  France  by  my  advice,  no  better  than  when  she  came 
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to  me,    I  know  that  she  recovered ;  but  you  will  understand 
from  this  history  how  tiresome  the  disease  is.    It  may  recur 
after  appearing  to  be  cured.    The  only  special  treatment  which 
I  have  seen  to  be  apparently  beneficial  is  the  inunction  of  mer- 
curial ointment.    One  old  lady  asserted  that  she  was  cured  by 
this  applied  for  a  few  days  over  the  whole  vulva,  and  that 
without  any  hydrargyrisnius  being  induced.    This  disorder  is 
not  pytemic,  because  the  abscesses  are  confined  to  one  part ;  and 
it  is  not  dependent  upon  disease  of  lymphatic  glands,  for  there 
are  no  glands  in  the  part  affected.    A  somewhat  similar  disease 
everyone  is  familiar  with,  occurring  in  the  axilla,  where,  how- 
ever, it  is  connected  with  the  glandular  structures  of  that  region. 
The  same  is  true  of  a  disease  somewhat  analogous,  the  sub- 
maxillary suppurations,  whicli  leave  great  cicatricial  deformity. 
The  disease  is  not,  however,  without  closer  analogues :  there  is 
a  disease  of  children,  constituted  by  the  same  kind  of  suppura- 
tion, in  the  throat,  which  I  have  more  than  once  seen  fatal — 
not  the  mere  retro-pharyngeal  abscess,  which  I  have  no  doubt 
you  have  heard  of.    Another  analogous  disease  occurs  in  the 
mamma,  and  is  one  of  the  most  tiresome  maladies  that  I  know ; 
the  repeated  healings  and  renewed  suppurations  going  on  until 
every  part  of  the  areolar  tissue  in  and  around  the  gland  has 
been  affected.    This  I  have  seen  both  during  pregnancy  and 
after  delivery. 

Passing  over  these  two  important  diseases,  I  come  to  th& 
vulvitis  of  childhood.    This  is  a  disease  characterized  by  little 
swelling  of  the  otherwise  healthy  pudendum,  with  redness,, 
sometimes  with  impetiginous  eruption,  sometimes  with  a  red 
papular  spotting.    A  laudable,  rather  viscid,  pus  covers  the 
whole  surface.    It  is  simply  an  inflammation  affecting  only  the 
external  parts,  including  the  hymen.    I  have  never  seen  a  case 
complicated  by  vaginitis,  except  of  the  very  lowest  part  of  the 
passage  adjoining  the  hymen.    The  inguinal  glands  may  be  a 
little  enlarged  and  tender:  I  have  never  seen  anything  to  be 
called  a  bubo.    I  have  said  this  is  a  disease  of  childhood,  and 
the  only  exception  to  this  that  I  have  seen  was  in  a  very  young 
strumpet  whose  age  was  certainly  not  above  sixteen :  in  that 
woman  there  was  the  ordinary  virulent  gonorrhcea,  but,  along 
with  that,  her  vulva  was  inflamed,  and  secreting  pus,  exactly  as 
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in  the  characteristic  vulvitis  of  young  children.  The  vulva  is 
often  swollen  and  tender,  and  so  are  the  inguinal  glands,  in 
venereal  gonorrhosa,  but  not  secreting  pus  as  in  the  young  girl 
referred  to. 

This  disease  used  to  be  believed  to  be  the  result  of  sexual 
impurity  or  violence ;  and  you  should  keep  your  eye  open  to 
the  possibility  of  this,  and  \oo\<i  for  contusions.  If  injury  is 
recent  you  look  for  semen  on  the  person  or  upon  the  linen  of 
the  child.  It  is  certain  that,  under  the  influence  of  supposing 
venereal  violence  to  be  the  common  cause  of  the  disease,  a 
great  number  of  unjust  punishments  have  been  inflicted  upon 
men. 

Vulvitis  of  children  is  a  constitutional  affection,  or  it  occurs 
as  a  consequence  of  cold,  and  it  is  liable  to  recur.  It  is  generallj'- 
easily  cured,  and  of  its  treatment  it  would  be  useless  to  say 
anything,  so  well  is  it  given  in  systematic  lectures  and  text- 
books. It  occurs  as  often  among  the  rich  as  among  the  poor ; 
and  I  mention  this,  because  in  almost  every  book  you  are  told 
that  dirt  and  worms  are  two  chief  causes  of  it.  Dirt  is  very 
common,  and  I  have  found  no  reason  in  my  experience  for 
thinking  that  dirt  produces  it  more  frequently  than  cleanliness. 
In  the  same  way  it  is  said  to  be  due  to  worms.  Now,  while  I 
have  seen  many  cases  of  worms  without  it,  I  have  never 
seen  a  case  of  vulvitis  that  I  could  connect  with  worms. 
And  I  believe  that  this  is  an  illustration  of  the  injurious 
tendency  to  repeat  what  has  been  said  before.  Because  one 
author  of  repute  says  a  thing,  everyone  repeats  it.  Every  one  of 
you  has  been  taught  that  worms  cause  convulsions  in  children : 
but,  were  I  lecturing  on  the  subject  of  convulsions,  I  should 
make  the  same  sceptical  remarks  on  that  head.  I  never  saw 
a  case  of  convulsions  that  I  could  reasonably  trace  to  worms. 

The  only  inveterate  case  of  vulvitis  in  the  infant  that  I  have 
seen  was  in  a  cliild  remarkably  well  cared  for ;  it  was  repeatedly 
cured  with  lead  lotion,  and  at  length  we  traced  the  disease  as 
spreading  from  one  of  the  ducts  of  a  Cowper's  gland,  which  the 
treatment  did  not  affect  beneficially. 

Affections  of  the  vulvo-vaginal  glands  of  Cowper  are  im- 
portant, and  must  be  discussed  with  some  care.  Abscess  round 
the  duct  of  a  Cowper^s  gland  has  the  same  physical  characters 
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as  the  cyst  of  this  duct,  which  I  shall  describe  in  a  subsequent 
lecture and  this  is  the  only  reason  why  abscess  of  the  duct  of 
Cowper's  gland  is  described  under  that  designation.  If  you 
look  at  the  pictures  of  cyst  of  this  duct,  and  of  abscess  of  the 
posterior  part  of  a  labium,  you  will  find  that  they  are  identical. 
There  are  no  means  of  diagnosing  abscess  of  the  duct  from 
abscess  of  the  posterior  part  of  the  labium. 

Inflammation  of  Cowper's  glands  themselves  is  not  rare. 
Chronic  inflammation  with  enlargement  of  the  gland  I  have 
seen,  and  also  without  the  enlargement ;  and  the  cases  have  pre- 
sented, as  their  chief  symptom,  painful  sitting.  When  you  have 
this  disease  you  feel  a  little  lump  the  size  of  a  large  pea,  if  the 
gland  is  not  hypertrophied  as  well  as  indurated ;  but  if  hyper- 
trophied  the  lump  may  be  as  big  as  a  small  chestnut ;  and  it  lies 
between  the  posterior  pier  of  a  labium  and  the  adjoining  tuber 
ischii.  Of  that  inflammation  and  its  treatment  I  shall  say 
nothing,  because  I  know  notliing  special  about  it.  It  some- 
times goes  on  to  abscess  of  the  gland  of  Cowper,  and  that  is 
well  worth  noticing.  If  you  look  into  books  on  the  diseases  of 
women  you  will  find  this  abscess  confused  with  abscess  of  the 
duct.  Abscess  of  the  gland  is  depicted  just  as  a  cyst  of  the  duct 
or  an  abscess  of  the  duct  is  depicted.  This  is  an  error;  or, 
at  least,  it  was  not  so  in  the  cases  that  came  under  my  observa- 
tion, for  in  tliem  there  were  swelling  and  deformity  between 
the  posterior  part  of  the  labium  and  the  adjacent  tuber  ischii. 
The  two  cases  of  this  disease,  which  I  remember  best,  occurred 
in  otherwise  healthy  virgins  ;  in  one  of  them  as  the  result  of  ex- 
posure to  cold,  for  she  was  taken  ill  after  coming  from  a  ball  in  a 
stormy  winter  night.  In  both  these  cases  the  matter  discharged 
itself  very  imperfectly  through  the  duct  of  the  gland.  In  one 
case  the  disease  lasted  for  years,  and  the  woman  was  supposed 
by  various  physicians  to  have  ulceration,  or  vaginitis,  not  what 
was  really  the  case.  This  disease  I  must  speak  of  only  from  the 
examples  I  have  seen,  and  they  point  out  that  the  artificial  opening 
of  the  abscess  in  the  situation  of  the  swelling  between  labium  and 
tuber  ischii  is  not  sufficient.  In  both  my  cases  pus  was 
evacuated  by  this  method,  but  the  disease  was  not  thereby 
cured;  suppuration  continued,  and  it  was  only  after  laying 
open  the  whole  duct  of  the  gland  by  a  large  incision  that 
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healing  up  was  obtained.  The  duct  of  the  gland  was  easily 
found,  because  in  both  it  was  dilated,  and  a  probe-pointed 
bistoury  could  be  passed  along,  and  the  necessary  incision  easily 
made. 

Another  very  important  disease  of  this  part  is  gonorrhoea  of 
the  duct.  Of  this  disease  I  have  seen  three  examples,  and  in 
only  one  of  them  had  we  any  doubt  as  to  whether  it  was  caused 
by  venereal  gonorrhoea  :  in  two  there  could  be  no  doubt.  In  all 
of  them,  after  the  vaginal  disease  was  cured,  the  gonorrhoea  of 
the  duct  persisted.  The  disease  was  easily  diagnosed  by  pres- 
sure upon  the  duct  making  matter  flow  from  the  little  orifice 
near  the  insertion-margin  of  the  hymen  ;  and  it  was  evident  in 
all  of  them  that  the  duct  vras  dilated,  for  you  could  make,  and 
I  did  make,  as  a  demonstration  to  students,  at  least  two  or 
three  drops  come  in  successive  pressings  upon  the  course  of  the 
duct.  These  cases  were  treated  upon  ordinary  principles.  One 
appeared  to  need  only  the  passing  of  a  large  probe  to  cause  its 
cure;  in  one  of  them  it  was  necessary  to  inject  solution  of 
nitrate  of  silver  by  means  of  the  apparatus  used  liy  oculists  for 
injecting  the  lachrymal  duct.  These  diseases  may  appear  to 
you  to  be  trivial,  and  in  a  pathological  sense  they  are  so ;  but 
in  another  light,  that  of  the  patient's  interest,  they  are  of  great 
importance. 

The  diseases  of  the  vulva  in  pregnancy  are  congestion,  hyper- 
trophy, inflammation  and  induration,  and  cfidema,  of  the  labia 
majora,  all  with  tenderness  or  pruritus.  Chronic  inflammation 
with  induration  is  often  a  hard  inflammatory  oedema,  but  some- 
times you  have  a  soft  oedema— that  is,  one  which  pits  on  pres- 
sure ;  and  this  soft  oedema  is  evidently  connected  with  a  degree 
of  inflammation,  although  not  always.  It  is  worthwhile  here 
to  mention  to  you  that  in  multipart  you  have  sometimes 
oedema,  rarely  enormous  (probably  lymphatic),  of  the  lower 
part  of  the  abdominal  flap,  and  in  such  cases  you  have  oedema 


of  the  labia— conditions  not  uncommon  in  cases  of  large 
abdominal  tumours  ;  but  I  do  not  describe  these,  because  they 
are  not  inflammatory.  I  cannot,  indeed,  enter  at  any  length 
upon  the  inflammatory  diseases  of  the  pudendum  of  pregnant 
and  Ivin-in  women.  They  are  frequently  associated  with 
Similar  conditions  of  the  vagina.    They  bear  great  resemblance 
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to  the  diseases  of  old  age,  exeept  that  they  ^re  more  ce.^^^^^^^^^ 

connected  with  vascvdar  congestion,  more  temporary 

with  the  passing  pregnancy,  and  more  amenable  to  treatment 

by  laxatives  and  horizontal  rest.  .f^^^tuk 
A  disease  exactly  resembling  the  acnte  ulcerous  stomatitis 
of  children,  in  its  appearance  and  history,  sometnnes  attacks 
women,  affecting  the  vulva.    I  have  seen  it  in  pregnancy. 

In  lyino--in  or  recently  delivered  women,  abrasions  ot  tiie 
nvmphas  or  of  the  vestibule  nearer  the  orifice  of  the  urethra, 
crlvincv  rise  to  irritable  bladder,  are  important,  not  so  much  on 
?heir°own  account,  as  because  they  are  liable  to  mislead  the 
practitioner  into  thinking  that  something  is  wrong  with  the 
bladder.  They  often  cause  dyspareunia,  and  they  are  easily 
ciirGcl.. 

The  peculiar  inflammations  of  old  age  depend  generaUy  upon 
vascular  weakness,  not  rarely  on  some  morbid  vaso-motor  con- 
dition.   They  are  generally  clubbed  together  under  the  name 
of  their  great  symptom  pruritus— itching— which  may  vary 
from  being  a  most  trivial  irritation  to  agony;  producing  at 
times  so  much  suffering  as  to  put  a  woman  beside  herself, 
generally  at  night  after  going  to  bed.    The  disease  is  charac- 
terized by  a  great  variety  of  conditions.   Almost  invariably  you 
have  hypertrophy  of  the  labia  majora  and  minora  as  well  as  of 
the  carunculte  myrtiformes  at  the  orifice  of  the  vagina  ;  and  the 
disease  also  frequently  affects  the  vagina  itself.    The  skin  is 
red  and  may  present  a  parchment-like  appearance,  produced  by 
frictions  which  the  woman  makes  to  relieve  herself,  or  which 
she  may  have  long  made  as  a  sensual  indulgence.    This  parch- 
ment is  seen  on  the  inner  surfaces  of  the  labia  as  well  as  ex- 
ternally.   Frequently  there  are  warts,  or  there  is  a  scaliness  of 
the  surface,  which  is  more  like  ichthyosis  than  psoriasis.  With 
this  disease  there  is  often  intertrigo  of  the  groins  and  hips.  This 
disease  is  sometimes  produced  by  discharges  from  the  vagina. 
Acute  attacks  often  result  from  diabetes,  which  acts  in  two  ways — 
first,  by  the  sugared  urine  irritating  the  skin  ;  and  second,  by  the 
diabetic  constitution  producing  acute  (not  suppurative)  inflamma- 
tion, with  enormous  hypertrophy,  and  sometimes  with  herpetic 
eruption.    Herpes  may  accompany  diabetes,  not  merely  on  the 
inflamed  labia,  but  also  elsewhere.    You  may  have  a  regular 
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herpes  elsewhere,  and  a  herpes-like  eruption  on  the  labia  as 
well,  or  none  on  the  labia.  The  lierpes  shows  that  the  disease 
IS  not  a  mere  local  one,  but  a  nervous  disorder.  In  three  of  the 
last  cases  of  diabetes  in  women  that  I  have  seen  there  was, 
besides  inflamed  labia  and  pruritus  ;  in  one,  herpes  of  the  right 
forehead ;  in  another,  of  the  left  side  of  the  face  and  mouth, 
mcluding  the  tongue ;  and  in  the  third,  there  was  the  ordinary 
herpes  zoster  of  the  right  side  of  the  chest. 

Slighter  inflammations  of  the  pudendum  in  old  age  diff'er 
from  the  vulvitis  of  children  in  this— that  they  are  occasionally 
produced  by  dirt.  At  any  age  you  may  have  the  irritation 
aggravated  by  the  peculiar  lice  of  this  part  of  the  body. 

The  chronic  inflammations  of  old  age  are  very  difficult  of 
treatment.    They  may  be  alleviated,  but  are  seldom  completely 
cured ;  and  in  this  respect  they  differ  from  the  inflammatory 
affections  of  previous  ages.    Of  course,  if  you  find  any  cause, 
such  as  masturbation,  or  diabetes,  or  vaginal  discharge,  or 
constipation,  or  piles,  you  pay  attention  to  that.    If  the  disease 
is  merely  local,  you  are  satisfied  with  local  treatment;  and 
this  may  be  varied  in  many  ways.    Tliis  variety  is  of  itself  an 
evidence  that  no  method  of  treatment  is  often  effectual.  When 
there  is  a  disease  for  which  there  are  many  cures,  you  may  be 
sure  that  all  of  them  are  of  limited  value  or  limited  extent  of 
utility.    The  applications  used  are  either  lotions,  powders,  or 
ointments  made  with  fat  or  vaseline,  or  glycerine.    Lotions  are 
the  most  useful,  and  none  better  than  the  common  one  of  oxide 
of  zinc  and  highly  diluted  hydrocyanic  acid;  another  much 
used  is  the  old-fashioned  black  wash.    Lotions  with  decoction 
of  poppy -heads  or  with  muriate  of  morphia  are  also  used ;  and 
you  may  also  try  belladonna  in  them.  Sometimes  a  fomentation 
of  tobacco  infusion  with  borax  is  comforting.    Painting  with 
weak  solution  of  nitrate  of  silver  or  with  compound  tincture  of 
benzoin  is  sometimes  valuable.     Dabbing  with  concentrated 
solution  of  boracic  acid  is  worth  mentioning.    The  ointments 
most  used  are  those  of  boracic  acid,  bismuth,  zinc,  and  hydro- 
cyanic acid.    Powders  of  starch,  chalk,  and  bismuth  are  some- 
times useful. 

Great  perseverance  in  the  treatment  of  cases  of  this  kind 
often  rewards  the  practitioner  ;  but  another  kind  of  persevering 
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in  well-doincT  on  the  part  of  the  patient  is  essential,  and  forms 
"Jostit  ortant  par\  in  the  "ions  of  the  nae^^^^^^^^^ 
.  that  is  not  to  scratch  or  rub.  To  abstain  is  not  impossible, 
^::::^o^  abstinence  will  be  rewarded._  If  scr  Ws 
persisted  in,  the  disease  is  made  inveterate,  mcurable  01  the 
Lpell  irritation  may  lead  to  what  has  been  <^^^J-2 
tumour  of  the  labium,  and  to  mahgnant  epitheliomatous 


tumour 

OTOWth. 


LECTURE  XXI. 


ON  TUMOUES  AND  CYSTS  OF  THE  VAGINA 
AND  PUDENDUM. 

I  DO  not  propose  to  say  anything  to-day  about  the  most  impor- 
tant tumours  of  the  vagina  and  pudendum— those,  namely 
which  are  produced  by  cancer,  lupus,  elephantiasis,  or  caruncle.' 

The  vulva  is  the  seat  of  many  forms  of  wart  and  non- 
contagious molluscous  growths,  which  I  merely  mention.  The 
finest  specimens  of  warts  are,  you  know,  venereal. 

Fatty  tumours  of  the  vulva  are  not  very  rare.  I  have  seen  one 
remarkable  for  its  size,  which  was  that  of  an  enormous  orange, 
and  for  its  being  pediculated  like  a  polypus ;  it  was  removed 
without  any  trouble. 

Pedunculated  cysts  are  rarely  found  on  the  vulva  ;  sometimes 
attached  to  a  nympha :  and  I  show  you  a  specimen  from  the 
museum. 

In  the  vulva  you  sometimes  find  polypi  hanging  out  of  the 
vagina.  These,  of  course,  have  nothing  to  do  with  our  iDreseut 
subject.  In  like  manner  you,  very  rarely,  have  a  polypus 
hanging  from  the  bladder  into  the  vulva,  the  stalk  passing 
through  the  urethra.  There  is  another  rare  affection,  of  which 
I  have  seen  only  one  example,  which  I  shaU  mention  now.  It 
was  a  fibrous  polypus  of  the  urethra  in  a  young  woman  suffer- 
ing from  gonorrhoea  and  intense  strangury.  The  case  was 
complicated  by  the  presence,  just  within  the  urethra,  of  a  fibrous 
tumour,  which  was  red  and  acutely  inflamed ;  it  was  of  the  size 
of  a  boy's  marble,  and  had  a  thin  short  pedicle  attaching  it  to 
the  middle  of  the  urethra  ;  it  was  easily  removed.  This  fibrous 
polypus  gave  no  trouble  till  the  gonorrhoea  began,  and  then  it 
appeared  to  be  the  cause  of  a  part  of  the  intense  severity  of  the 
strangury  arising  from  the  gonorrhoeal  cystitis  of  which  she  was 
the  subject. 
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Fibrous  polypus  of  the  vulva  is  ca  rare  disease  ;  I  have  never 
seen  one,  but  I  have  read  of  several.  Sometimes  they  are  very 
krcre :  they  have  indeed  been  described  as  being  so  big  as  to 
hancr  down  nearly  to  the  knees.  Fibrous  tumour  of  the  vulva, 
not  polypoid,  I  have  seen  examples  of.  In  one  young  woman 
the  tumour  was  the  cause  of  a  good  deal  of  pain  ;  it  was  situated 
near  the  posterior  extremity  of  one  labium  majus,  and  was  of 
the  size  of  a  large  chestnut.  Another  case  of  fibrous  tumour  of 
the  vulva  occurred  recently  in  "Martha;"  I  shall  read  it  to 
you : — 

"L.  N.,  aged  thirty-four,  has  been  married  for  fifteen  years 
and  has  hacf  seven  children  ;  the  last,  twenty  months  ago.  She 
had  been  delivered  by  instruments  three  times,  and  had  had 
hooding  post-partum  three  times.    Catamenia  began  at  fifteen, 
and  have  been  regular,  except  that  since  last  confinement  they 
have  appeared  every  three  weeks.    Has  for  five  years  had  pain 
in  the  private  parts,  which  has  been  aggravated  lately.  For 
three  years  she  has  felt  a  lump  in  the  left  labium,  and  has 
generally  a  little  pain  in  it,  sometimes  a  sharp  shooting  A 
fibroid  of  the  size  of  a  small  chestnut  can  be  felt  in  the  highest 
part  of  the  left  labium  majus,  at  the  side  of  the  urethral  orifice, 
deforming  the  labium  by  its  projection.    It  is  not  tender,  freely 
mobile,  densely  hard.    It  was  easily  enucleated.    On  section 
it  was  found  to  be  a  dense  fibrous  mass,  having  in  some  parts  a 
cartilaginous  appearance." 

Fibrous  tumour  of  the  vagina  and  fibrous  polypus  of  the 
vagina  both  occur,  but  they  must  be  very  rare,  for  I  have  not 
seen  either.  They  produce  symptoms  closely  resembling  those 
of  fibroid  of  the  uterus,  including  discharge  and  bleeding,  and  they 
are  treated  according  to  the  same  principles — indeed,  in  the 
same  manner  as  fibrous  tumours  of  the  uterus.  Of  course  they 
are  proportionally  much  more  often  subjected  to  surgical  treat- 
ment, and  especially  to  removal,  because  of  their  more  easy 
accessibility. 

I  now  come  to  consider  the  subject  of  cysts  of  the  vagina  and 
pudendum:  these  cysts  are  naturally,  in  the  present  state  of 
pathology,  referred  entirely  or  almost  entirely  to  retention.  \  I 
have  been  lecturing  lately  upon  the  subject  of  retentions ;  and 
these  cysts  are  undoubtedly,  at  least  in  the  majority  of 
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instances,  cases  of  retention-the  retention  of  the  natural 
secretion  of  the  cyst,  which  is  closed. 

What  are  the  potential  or  natural  cystic  cavities  in  this 
region  ?  The  most  common  little  cavities  are  the  mucous  and 
sebaceous  follicles,  and  they  may  be  closed  and  become  replete 
and  distended.  You  have  also  occasionally  remnants  of  the 
ducts  of  Gartner,  which  come  down  in  the  cervix,  or  by  the  side  of 
the  vagina.  Of  retention  in  these  ducts  I  shall  say  nothing  more, 
because  not  a  single  case  is  known  in  which  the  accumulation  of 
fluid  has  been  proved  to  be  situated  in  a  dilated  duct  of  Gartner ; 
it  is  merely  a  supposition.  Then  you  have  the  most  common 
retention  cysts  from  closing  of  the  aperture  of  one  or  of  both 
Cowper's  ducts— the  ducts  of  the  glands  of  Cowper,  or 
Bartholin,  or  Duverney,  or  Huguier.  The  closure  of  these 
ducts  is  not  at  all  rare,  and  I  have  no  doubt  that,  in  the  course 
of  even  a  general  practice,  you  will  see  cases  of  it.  Then  you 
have  peritoneal  cysts ;  and  I  shall  speak  presently  of  the  cyst 
of  Nuck,  which  occurs  in  the  groin.  Besides  these,  you  have 
cysts  which  I  cannot  avoid  mentioning,  but  which  do  not  come 
into  the  category  of  proper  cysts  of  the  peritoneum;  they 
contain  fluid  or  bowel  or  omentum,  and  are,  like  ordinary 
hernicB,  not  closed  cysts,  but  morbid  peritoneal  sacs  having 
communication  with  the  general  peritoneal  cavity.  I  shall 
speak  of  them  again. 

Before  I  advance  further  I  shall  enter  on  the  subject  of 
diagnosis,  in  order  to  exclude  it  afterwards.  You  may  have  in 
the  vulva  a  cystocele  projecting  through  the  orifice  of  the 
vagina,  by  which  it  may  be  strictured  or  grasped  firmly.  Such 
a  cystocele  may  be  much  distended,  so  as  to  have  an  extra- 
ordinary likeness  to  a  cyst.  The  cystocele  may  be  entirely 
within  the  vagina,  the  bladder  hanging  into  the  vagina  in  a 
bag-like  form  resembling  a  cyst ;  and  cases  are  on  record  in 
which  it  has  been  taken  for  a  cyst  and  punctured,  when  the 
treatment  ought  to  have  been  to  empty  it  by  a  catheter  and 
then  to  support  it.    This  occurs  chiefly  during  parturition. 

Procidentia  viteri  is  not  a  cyst,  nor  anything  like  one,  but  I 
have  known  several  cases  of  cyst  diagnosed  as  falling  forth  of 
the  womb. 

A  pouch  of  the  urethra  is  a  rare  occurrence ;  it  is  sometimes 
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called  "urethrocele,"  and  this  has  been  mistaken  for  a  cyst. 
Sometimes  it  is  nearly  a  cyst,  having  only  a  small  opening  into 
the  urethra;  and  you  must  take  care,  in  the  case  of  a  cyst 
appearing  to  be  on  the  urethra,  that  it  is  not  connected  with  it. 

Occasionally  you  have  cold  abscesses— acute  recent  abscesses 
would  not  mislead  you— but  cold  chronic  abscesses  in  the  recto- 
vaginal or  vesico-vaginal  tissues  are  not  very  rare,  and  you  may 
mistake  them  for  cysts  ;  indeed,  the  diagnosis  may  be  impossible 
until  you  liave  evacuated  them  and  seen  the  contents.  You 
must  remember,  too,  as  a  case  now  in  "  Martha"  illustrates,  that 
some  collections  of  matter  or  blood  in  the  lowest  part  of 
Douglas's  space  may  mislead  you. 

There  is  also  a  cyst-like  dilatation  occurring  at  one  side  of 
the  vagina,  which  I  describe  in  another  lecture  under  the  name 
"  unilateral  hamatocolpos."  That  is  the  condition  of  a  woman 
who  has  a  double  vagina,  one  side  of  which  is  closed  and  filled 
with  mucus  or  blood  ;  and  you  might  suppose  it  was  a  cyst  of 
the  vagina,  when  in  reality  it  was  an  imperfect  double  vagina. 

You  must  also  bear  in  mind  that  recto- vaginal,  vesico-vaginal, 
pudendal,  and  perineal  hernite  are  found.  A  case  occurred  lately 
to  a  friend  of  mine :  he  was  called  by  a  practitioner  to  open  a 
cyst  in  the  anterior  wall  of  the  vagina.  He  went  prepared  to 
do  so,  and  found,  to  his  astonisliment,  that  the  cyst  on  pressure 
disappeared,  and  on  minute  examination  he  found  it  was  vesico- 
vaginal hernia.  If  he  had  proceeded  to  open  it  he  would  almost 
certainly  have  destroyed  the  life  of  that  poor  woman.  You 
must  keep  in  mind  the  possibility  of  hernia. 

In  the  labia  you  may  have  cold  abscess  and  varix  and  oedema, 
producing  tumours  which  must  be  distinguished  from  cysts. 

Lastly,  you  have,  what  I  mentioned  before,  cysts  in  the  vagina 
which  are  merely  hernia-like  sacs  filled  with  peritoneal  fluid. 
A  case  of  this  kind  occurred  in  my  own  practice,  A  woman 
with  ovarian  dropsy  had  been  troubled  with  what  was  called 
procidentia  uteri.  This  was  not  treated,  for  she  died  of  the 
ovarian  disease,  for  the  relief  of  which  no  operation  was  per- 
formed. At  the  post-mortem  examination  it  was  found  that  her 
vagina  was  filled  by  a  rounded  cyst  with  a  narrow  neck.  The 
seeming  cyst  was  a  peritoneal  pouch  or  hernia,  filled  with  dense 
ovarian  fluid,  which  had  come  or  been  forced  through  an  aperture 
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in  tlie  bottom  of  Douglas's  space,  making  the  peritoneum  to  pro- 
trude into  the  interior  of  the  vagina  as  a  pouch,  which,  when 
replete,  resembled  a  cyst. 

So  much  for  diagnosis ;  from  which  you  will  see>hat  there  are 
many  things  to  consider  before  you  feel  sure  about  a  vaginal  or 
vulvar  cyst.  The  symptoms  may  be  said  to  be  none,  unless  the 
cyst  is  inflamed  or  large,  or  produces  mechanical  inconvenience. 
If  any  of  these  cysts  be  irritated  you  have  irritation  of  the  neigh- 
bouring organs,  especially  the  bladder.  You  will  remember  a 
case  that  I  read,  in  a  former  lecture,  of  cyst  in  the  vagina 
inserted  upon  the  urethra ;  that  case  illustrates  the  production 
of  symptoms  by  irritation  of  the  cyst.  The  woman  had  no 
symptoms  until  the  cyst  was  treated,  and  then  she  suffered, 
temporarily,  from  irritable  bladder. 

One  mechanical  form  of  irritation  I  must  mention,  because  it 
is  not  the  mere  result  of  size.  A  lady  was  said  to  have  falling 
down  of  the  womb,  and  she  had  consulted  several  doctors,  telling 
them  that  something  came  out  when  she  stood  up  or  walked 
about ;  and  this  irritated  her,  the  womb,  as  she  believed,  slightly 
protruding,  when  she  was  in  the  erect  position.  She  was  sufier- 
ing  from  a  glabrous  mucous  cyst,  which  produced  no  symptoms 
when  she  lay  down — then  it  was  within  the  vagina ;  but  when 
she  stood  up  it  protruded  through  the  vaginal  orifice.  It  escaped 
observation,  because  it  was  glabrous,  attached  to  the  side  of  the 
vagina,  and  not  very  large.  After  it.  was  duly  treated  the 
woman's  mechanical  annoyance  disappeared. 

And  now  a  few  words  about  each  of  the  kinds  of  cyst.  The 
first  of  these  is  the  cyst  of  JSTuck.  The  vaginal  prolongation  of 
the  peritoneum,  which  is  highly  developed  in  man,  is  said 
occasionally  to  occur  in  women,  and  to  be  nipped  off  from  the 
general  peritoneum  in  woman  as  in  man.  When  this  vaginal 
process  is  nipped  off  in  a  woman^  you  have  left  a  potential 
peritoneal  cavity  in  the  groin,  which  may  become  distended, 
just  as  a  hydrocele  distends  the  tunica  vaginalis  in  the  male. 
The  only  case  of  this  kind  that  I  have  seen  was  in  the  upper 
and  outer  part  of  the  mons  veneris  ;  it  lay  at  the  external  in- 
guinal orifice,  and  was  so  constricted  by  it  as  to  have  an  hour- 
glass shape,  one  part  within  the  inguinal  canal,  and  the  other  just 
beyond  it.    Opening  it  did  not  efiect  a  cure,  for  it  healed  and  was 
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refilled;  but  the  injection  of  tincture  of  iodine,  after  it  was  a 
second  time  opened,  cured  the  woman  vpstibule 
Sebaceous  cysts  of  the  vulva,  especially  about  the  vestibule 
Jt::U  and  a  little  cyst  may  irritate  a  —^^^ 
symptoms  out  of  all  proportion  to  the  real  gravity  f JJ^^  f/f;^^^' 
f  have  seen  many  such  cysts  filled  with  yellow  -^^t  ^  ^^^^^^^^^^ 
or  sebaceous  matter,  and  I  have  never  found  any  difficulty  m 
treatinf^  them. 

Closed  cysts  also  occur  in  the  labia  which  cannot  be  lefeired 
to  dilatation  of  any  natural  cavity  that  I  know  of,  but  they  are 
not  common  ;  they  occur  in  situations  where  there  are  norma  ly 
no  cavities  at  all.  The  cases  that  I  have  seen  have  been  let 
alone,  or  easily  treated  just  in  the  same  manner  as  other  cysts 

of  the  vulva.  _„„fi^r 
Cysts  of  the  vagina  are  not  very  uncommon,  and  they  mostly 
occur  in  the  lower  half  of  that  passage.     They  seem  to  occur 
at  different  depths  in  the  vaginal  tissue ;  sometimes  having  a 
waU  so  thin  that  it  is  translucent,  at  other  times  one  so  thick  as 
to  cause  the  cyst  to  feel  like  a  hard  tumour,  as  m  the  case  I 
shall  presently  read  to  you.    They  are  generally  single,  and 
may  be  of  any  size.    The  largest  I  have  seen  was  fully  the  size 
of   a  Mandarin  orange;   it   was  nearly  pedunculated,  and 
inserted  very  high  up  in  the  vagina,  and  protruded  outside  when 
the  woman  walked  about,  so  that  she  thought  she  had  fallmg 
down  of  the  womb.    These  cysts  seem  to  be  very  rare,  but  I 
have  happened  to  see  a  good  number  of  them  ;  I  cannot  tell 
exactly  how  many-probably  thirty.    They  can  be  treated  very 
satisfactorily,  and  they  almost  always  come  under  treatment  only 
when  considerable  in  size  ;  and  it  is  necessary  to  get  rid  of  them, 
because  all  such  diseases  give  rise  to  a  good  deal  of  anxiety  in 
the  patient's  mind.    The  treatment  consists  in  evacuating  the 
cyst  by  opening  it ;  but  this  is  not  always  sufficient.  Although 
this  is  sufficient  in  many  cases,  you  must  not  trust  to  it ;  but 
you  should  do  as  you  would  in  the  case  of  a  ranula,  or  of  a  cyst 
in  Cowper's  duct— cvit  out  a  bit  of  it  to  prevent  it  healing  up. 
If  you  consider  what  a  small  hole  a  simple  puncture  will  after- 
wards become  when  the  cyst  shrinks,  you  will  see  that  it  will 
naturally  heal  up,  and  then  the  cyst  will  be  refilled.  You 
therefore  clip  out  a  bit  with  curved  scissors,  having  previously 
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seized  it  with  the  vulsella.  It  is  recommended  by  many  to 
cauterize  the  interior  of  the  cyst,  or  to  irritate  it.  I  do  not 
believe  this  is  required,  nor  that  it  will  be  successful  in 
obliterating  the  cavity.  If  you  examine  a  woman  on  whom  you 
have  operated,  even  years  afterwards,  you  will  find  traces  of 
the  old  cyst ;  at  least,  it  has  been  so  in  cases  I  have  examined 
after  the  operation  :  there  is  an  opening  that  gives  no  trouble, 
and  the  woman  is  just  as  well  cured  as  she  can  be.  Cutting 
out  the  cyst  has  been  recommended ;  but  this  would  be  difficult', 
and  would  involve  much  loss  of  blood  and  danger  to  life  without 
any  compensating  advantage  whatever.  It  would  be  an 
example  of  nimia  diligentia,  of  surgical  greed,  from  which  I 
dissuade  you. 

An  example  of  a  hard- walled  cyst  occurred  in  "  Martha  " 
lately,  which  I  shall  now  read  to  you.  It  is  supposed  to  be  a 
dilatation  of  a  deeper  vaginal  crypt  than  those  ordinarily  seen, 
but  I  do  not  know  whether  this  is  true  or  not. 

M.  W.,  aged  twenty-four,  married  three  years,  has  had  one 
child,  born  August  8,  1879.  No  miscarriages.  Has  had  no 
trouble  with  micturition.  First  noticed  a  lump  in  anterior  waU 
of  vagina  in  J une,  when  it  came  down  unexpectedly  and  with- 
out pain.  Thinks  it  was  as  big  then  as  now.  Has  had  no  pain 
in  it  nor  disturbance,  except  that  towards  night  it  comes  down, 
protruding  between  the  labia,  and  interfering  with  easy  walking. 
When  she  lies  down  it  goes  back.  The  pelvis  is  occupied  by  a 
rounded,  hard,  elastic,  globose  swelling,  extending  from  the 
orifice  of  the  vagina  and  the  orifice  of  the  urethra  as  high  as  the 
finger  can  reach.  The  part  of  it  visible  is  pale  and  healthy.  It 
is  not  tender.  Sound  enters  the  bladder  in  front  of  the  tumour 
and  towards  its  right  side  five  inches.  Bladder  healthy.  Lump 
was  punctured  by  hypodermic  syringe-needle,  and  a  clear, 
limpid  fluid  drawn  off,  containing  (about  one-sixth)  albumen  and 
chlorides.  The  cyst  was  now  incised  so  as  easily  to  admit  a 
finger,  and  a  small  piece  of  its  wall  was  excised.  Four  days 
afterwards  the  finger  with  difficulty  passed  the  opening,  which 
was  then  enlarged.  On  dismissal  a  few  days  afterwards  the 
cyst  was  big  enough  only  to  admit  the  first  phalanx  of  the 
finger. 

Long  ago  I  saw  a  case  of  numerous  cysts  of  the  -s-agina ;  they 
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were  small  cysts  ;  but  I  am  not  sure  that  I  should  diagnose  the 
case  now  as  I  did  then,  because  since  that  time  I  have  become 
aware  of  a  remarkable  disease  called  vaginitis  emphysematosa, 
where  the  internal  surface  of  the  vagina  becomes  covered  with 
little  cyst-like  blebs  which  are  full  of  air,  not  of  retained 
mucus. 

Cysts  of  the  glands  of  Cowper,  or  Bartholin,  or  Diiverney,  or 
Huguier  (for  they  have  received  all  these  distinguished  names) 
are  described ;  but  I  have  never  seen  one,  and  I  feel  uncertain 
of  the  accuracy  of  the  diagnosis  in  cases  of  which  I  have  read, 
because  they  are  described  as  deforming  the  labium  and  pro- 
jecting into  the  vulva,  and  I  should  not  expect  this  result  to 
take  place.  If  one  of  the  glands  of  Cowper  were  enlarged  by 
becoming  diseased  and  forming  a  cyst,  I  should  expect  it  to 
appear  between  the  posterior  extremity  of  a  labium  and  the 
nearer  tuber  ischii,  where  tumours  are  produced  by  inflam- 
mation and  abscesses  of  these  glands,  not  in  a  labium. 

Cysts  of  the  ducts  of  Cowper's  glands  are  not  uncommon. 
We  have  had  examples  in  "  Martha,"  but  I  have  brought  none 
of  them  to  read  to  you :  it  is  not  necessary  to  do  so. 

If  you  often  examine  visually  the  vulva,  you  wiU  find  that 
a  very  common  morbid  appearance  is  a  slight  inflammation 
around  the  orifice  of  a  duct  of  Cowper.    This  inflammation  is 
utterly  trivial.    I  never  heard  it  complained  of,  though,  no 
doubt,  it  may  cause  minute  irritation  :  yet  I  never  have  found 
this  minute  irritation  the  cause  of  complaint.    The  opening  of 
the  duct  of  Cowper  in  the  middle  of  this  little  spot  of  redness 
is  not  bigger  than  a  punctum  lachrymale.    This  may  easily  be 
closed,  either  by  blocking  of  the  passage  completely,  or  by 
atresia  from  the  growing  together  of  the  walls  of  the  oriflce  ; 
and,  when  this  happens,  you  are  sure  to  have  dilatation  of  the 
duct  by  an  accumulation  within  it  of  the  secretion  of  the  gland. 
This  duct  so  dilated  may,  in  time,  become  as  large  as  a  hen's 
•egg,  and  I  have  seen  it  even  bigger  than  this.    In  some  cases  it 
is  so  enormous  as  not  merely  to  deform  the  labium,  but  to  reach 
up  the  side  of  the  vagina  nearly  to  the  neck  of  the  womb.  The 
side  most  often  affected  is,  curiously,  the  left.    A  case,  with 
the  cyst  reaching  to  the  neck  of  the  womb,  may  be  suspected 
to  be  one  of  dilated  duct  of  Gartner. 
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The  disease  is  easily  recognized  by  the  painless,  semi-globose, 
deformity  of  the  posterior  half  of  the  labium.  It  is  often 
swollen  so  much  that  the  wall  of  the  cyst  is  translucent.  This 
cyst  produces  no  symptoms  but  such  as  are  mechanical ;  chiefly 
interference  with  the  functions  of  copulation  or  parturition.  It 
is  very  easily  treated ;  the  same  plan  will  apply  as  is  used  for  a 
ranula  or  cyst  of  the  vagina.  You  puncture  it  and  clip  out  a 
bit  of  the  wall,  so  as  to  insure  that  the  opening  will  not  heal  up. 
The  piece  should  be  cut  out  as  near  the  situation  of  the  natural 
opening  of  the  duct  as  you  can  guess  ;  that  is,  just  outside  the 
insertion  of  the  hymen  at  its  postero-lateral  part. 

You  are  likely  to  meet  with  several  examples  of  this  disease,, 
and  you  will  find  no  difficulty  in  curing  them. 

Very  lately  we  had  a  thick-walled  vulvar  cyst,  exactly  like  a 
cyst  of  Cowper's  duct,  which  was  filled  with  tarry  fluid  like 
that  of  retained  menses.  We  have  had  also  a  case  resembling 
an  enormous  labial  cyst ;  it  was  repeatedly  punctured,  and  a 
thin  dark  grumous  bloody  fluid  discharged  in  large  quantity. 
The  case  was  one  of  malignant  disease  of  the  bones  of  the. 
pelvis. 


LECTURE  XXII. 

ON  LUPUS  OF  THE  PUDENDUM. 

Several  times,  in  the  course  of  these  lectures,  I  have  introduced 
to  you  this  remarkable  disease,  when  speaking  of  vaginismus,  of 
vaginitis,  of  irritable  bladder :  and  now  I  devote  an  hour  to  it. 
The  pictures  on  the  table  show  you,  at  a  glance,  how  various 
are  the  appearances  in  different  cases,  and  yet  you  will  easily 
discover  how  much  the  group  of  pictures  of  lupus  differs  from 
the  group  of  pictures  of  epithelioma  and  carcinoma  of  the  same 
parts.  There  is  much  mutual  resemblance  of  this  lupus  and 
that  of  other  parts,  but  I  do  not  tell  you  that  they  are  pathologi- 
cally the  same,  as  is  generally  believed. 

The  disease  affects  women  chiefly  during  the  child-bearing 
period  of  life.  I  have  seen  it  in  a  child,  but  at  that  age  it  is 
extremely  rare,  and  I  may  interpolate  the  remark  that  it  does 
not  occur  in  males,  or,  at  least,  is  very  rare  in  that  sex.  The 
disease  is  generally  said  to  be  very  uncommon  even  in  women, 
but  that  is  not  my  opinion ;  we  are  seldom  without  cases  in 
"  Martha  "  during  a  session. 

We  have  been  in  the  habit  of  speaking  of  cases  that  are  in 
measurement  small,  as  instances  of  lupus  minimus  ;  and  of  cases 
with  great  measurements,  either  of  hypertrophy  or  of  destruction, 
as  cases  of  lupus  maximus  ;  and  it  is  curious  that  we  have  never, 
observed  a  case  of  the  former  to  grow  into  one  of  the  latter,  or 
vice,  t-ersd.  The  case,  for  instance,  that  I  described  in  my  lecture 
on  vaginismus,  was  for  six  years  under  observation,  and  to  tlie 
end  it  was  one  of  lupus  minimus.  Little  ulcers  healed  up,  little 
ulcers  came ;  a  urethral  caruncle  appeared  ;  the  hymen  became 
indurated  and  had  little  nodules  on  it ;  but,  after  all,  it  was 
always  mininms.  On  the  other  hand,  our  most  monstrous  case, 
nine,  or  more  strictly  three,  years  under  observation,  has  im- 
proved considerably,  but  has  not  in  dimensions  undergone  much 
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change.  We  have  no  good  account  of  it  as  at  one  time  minimus. 
I  have,  indeed,  never  had  the  good  fortune  to  see  a  case  grow 
from  being  minimus  to  being  maximus  ;  yet  such  growth  must 
take  place. 

A  case  of  lupus  minimus  may  very  naturally  be  classed,  on 
superficial  examination,  with  urethral  caruncle,  or  eczema  of  the 
vestibule,  or  pruritus  pudendi.  A  case  of  lupus  maximus  may 
be  taken  for  one  of  tertiary  syphilis,  or  of  elephantiasis,  or  of 
cancer.  Cancer  is  easily  distinguished ;  and  we  have  taken 
special  care,  in  all  our  recent  cases,  to  look  for  and  consider  any 
indications  of  syphilitic  taint.  I  have  no  doubt  that  the  alleged 
rarity  of  the  disease  is  to  be  accounted  for  by  the  mistakes  I 
have  referred  to. 

Lupus  of  the  female  genital  organs  is  best  known  as  a  disease 
of  the  pudendum  and  neighbouring  parts ;  and  these  are  really 
far  most  frequently  its  seat,  but  it  may  spread  over  the  adjacent 
parts  of  the  thighs  and  the  hips.  It  may  attack  the  vagina  and 
the  urethra  and  rectum ;  it  may  attack  the  cer-^ax  and  body  of 
the  uterus.    I  do  not  know  of  its  affecting  the  tubes. 

It  is  interesting  to  notice  that  the  face  and  the  pudendum  in 
women  are  the  favourite  seats  of  this  kind  of  disease  ;  and  any 
one  familiar  with  the  appearances  in  the  face  recognises  some 
degree  of  similarity  in  cases  of  the  disease  in  the  pudendum. 
There  are,  so  far  as  my  observation  goes,  no  tubercles  to  be  seen 
in  the  pudendal  disease.  Why  this  should  be  so  I  cannot  say. 
The  moisture  of  the  vulva  may  transform  little  tubercles  into 
the  little  red  spots  seen  there  ;  but  the  disease  affects  parts  of 
the  pudendum  that  are  not  kept  moist,  and  there  I  have 
not  noticed  tubercles. 

The  cases  have  a  general  outward  similarity  which  has  been 
recognised  by  many  visitors  to  "  Martha "  ;  and  there  is  a 
uniformity  of  structure  as  revealed  by  the  microscope — no  new 
or  specific  elements  being  found,  but  the  presence  of  young  or 
growing  fibrous  tissue  with  many  leucocytes,  these  often  grouped 
around  the  vessels.  I  pretend  to  no  histological  authority,  and 
merely  tell  you  what  Dr.  Thin  has  told  me,  after  having 
examined  many  specimens  sent  to  him  from  "  Martha," — that 
the  disease  is  histologically  unlike  ordinary  lupus,  the  morbid 
structure  being  diffused  in  the  affected  parts,  not  occurring  in 
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uodules  or  tubercles.  Whilst  iu  ordinary  lupus  the  cells  under- 
go a  series  of  retrogressive  changes,  in  the  disease  of  the 
pudendum  the  cells  are  found  either  as  simple  white  blood  cells 
or  as  connective  cells  in  various  stages  of  development.  In 
ordinary  lupus  the  distinctive  cells  are  associated  essentially 
with  destruction  of  fibrous  tissue  ;  in  the  pudendal  disease  they 
are  associated  with  the  formation  of  fibrous  tissue.  The  disease 
has  been  said  to  have  alliance  with  scrofula  ;  but  I  have  failed 
to  trace,  cKnically,  any  such  connection.  No  doubt  in  some 
cases  it  is  a  syphilitic  disease,  but  this  complication  we  have 
done  our  best  to  exclude  from  the  cases  which  form  the  ground- 
work of  description  here.  We  have,  indeed,  only  very  rarely 
met  with  evidence  of  syphilitic  taint.  The  women  affected  are 
often  of  fine,  healthy,  even  blooming,  appearance.  The  disease 
has  a  peculiar  history  and  such  extraordinary  changes  or  trans- 
formations as  to  separate  it  from  every  other. 

This  lupus  is  characterized  by  ulceration,  lupus  ulcerosus ;  by 
destructive  ulceration,  lupus  exedens ;  by  hypertrophy,  lupus 
hypertrophicus,  and  by  shrinking  or  even  absorption  and  dis- 
appearance of  parts,  as  of  the  nymphse  and  clitoris.  There  may 
be  no  hypertrophy  in  one  case  and  in  another  there  may  be  no 
ulceration,  or  such  destruction  as  is  implied  by  exedens.  I  have 
never  seen  great  hypertrophy  without  some  ulceration,  but  often 
without  marked  destruction  of  parts  ;  ulceration  and  ulcerative 
destruction  without  hypertrophy  is  not  rare.  Besides,  you  have 
discoloration  often,  and  often  inflammation  of  the  affected 
parts,  and  of  the  neighbouring  organs — the  urethra,  the  bladder, 
the  vagina,  and  the  rectum.  We  had  a  case  in  which  there  was 
inflammation  and  stricture  of  each  of  the  three  passages. 

The  disease  gets  its  name  (lupus)  from  the  ulcerative 
destruction  which  it  frequently  causes.  The  ulcers,  whether 
exedent  or  not,  secrete  pus  copiously,  sometimes  laudable  pus, 
sometimes  thin  and  watery.  They  may  affect  hypertrophied 
parts  and  have  no  destructive  quality.  They  may  cover  a  great 
area,  the  extent  not  being  discovered  until  the  parts  are 
unfolded.  They  may  burrow  and  be  like  abscesses, 
having  small  openings  ;  or  they  may  burrow  far  and 
wide,  and  form  large  empty  caverns  with  large  openings,  poten- 
tial caverns,  for  the  sides  mutually  touch.    They  may  be 
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numerous.  They  may  heal  altogether  or  only  in  parts.  They 
may  bleed  copiously.  Their  occasional  gnawing  quality  is  often 
wonderfully  displayed  in  destruction,  which  may  remove  the 
whole  ano-perinaeal  region,  including  the  viscera  there— the 
urethra,  vagina,  and  rectum.  When  the  uterus  is  affected  the 
peritoneum  may  be  perforated.  In  lupus  minimus  there  may 
be  only  little  red  pin-head  spots,  which  change,  healing  and  re- 
appearing as  months  go  on ;  or  there  may  be  a  small  scarcely 
ulcerated  reddish  patch ;  or  a  little  ulcer  on  a  urethral  carun- 
cular  hypertrophy,  or  on  a  coriander  seed  hypertrophy  on  the 
hymen,  or  near  it. 

The  hypertrophies  vary  as  much  as  the  ulcerations.  I  have 
never  seen  them  so  great  in  lupus  of  the  face,  or  of  any  other 
part  of  the  body.  Wlien  great  they  are  generally  ulcerated  and 
generally  on  their  inner  sides,  or  where  they  are  in  contact 
with  other  parts.  Sometimes  the  hypertrophy  of  a  nymplia  or 
of  a  labium  majus,  or  of  both,  has  no  morbid  appearance  or 
feeling  except  size.  The  same  is  true  of  the  masses  sometimes 
observed  around  the  anus.  In  the  case  of  lupus  minimus  so 
often  referred  to,  the  left  nympha  was,  at  the  end  of  six  years, 
unexpectedly  found  in  this  state.  It  presented,  on  histological 
examination,  nothing  peculiar,  and  we  would  not  have  known 
it  was  diseased,  had  we  not  seen  it  previously  like  its  neighbour, 
and  now  four  times  as  big.  Sometimes,  as  in  one  of  our 
htemorrhagic  cases,  there  seems  to  be  a  new  development  of 
nympha,  that  part  not  terminating  at  the  side  of  the  vaginal 
orifice  but  encircling  it  posteriorly  in  a  copious  frilled  healthy- 
like  fold.  The  hypertrophy  may  extend  over  the  hip  with  or 
without  deforming  it.  It  may,  in  the  pudendum,  result  in  the 
production  of  large  irregularly  lobed  projecting  masses.  In  one 
case  we  had  a  fantastic  appearance,  which  I  show  you,  several 
rounded  white  masses  hanging  suspended  by  long  threadlike 
white  stalks.  A  large  hypertrophy  is  generally  ulcerated  some- 
where, but  I  have  never  seen  it  destroyed  by  such  ulceration  or 
removed.  There  is  no  doiibt  that,  in  many  cases,  the  urethral 
caruncle  is  merely  one  of  these  hypertrophies. 

The  coloration  of  ulcerated  parts  is  always  red,  more  or  less 
pale,  or  more  or  less  deep.  Other  parts  may  have  a  natural 
brownish  or  red  tint,  or  may  be  deep  red,  especially  if  inflamed, 
or  they  may  be  pearly  or  ivory  white. 
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Inflammation,  as  I  have  already  said,  is  not  uncommon,  more 
common  in  the  neighbouring  mucous  tracts  than  in  the  iilcerated 
and  hypertrophied  parts.  In  the  mucous  tracts  the  coloration  is 
deep  red  and  the  secretion  of  pus  is  copious.  The  iniiamma- 
tion  frequently  leads  to  stricture.  Adjacent  parts  of  skm,  as 
between  the  hips,  are  sometimes  intensely  and  chronically 
inflamed,  copiously  secreting  pus,  and  this  without  any  dis- 
tinct ulceration,  only  a  scarcely  raw,  redness,  without  defined 
edges. 

The  disease  is  often  marvellously  without  symptoms,  only 
the  inconvenience  of  the  hypertrophy  or  of  the  discharge,  or  of 
both.  A  woman  with  extensive  ulceration  may  think  she  has 
only  whites,  and  cohabit,  and  bear  children;  or  she  may  not 
suspect  she  has  any  special  disease  till  she  is  seized  with  copious 
kemorrhage.  But  there  are  other  cases  where,  without  inflam- 
mation, and  generally  in  minimus  cases,  the  sensitiveness  is 
extreme,  and  this  great  difference  in  cases  has  made  me  doubt 
the  identity  of  the  disease  in  them.  When  there  is  inflamma- 
tion, the  inguinal  glands  may  be  affected,  and  they  may,  though 
rarelv,  be  affected  without  inflammation.  Of  course,  when  parts 
are  inflamed  we  have  the  usual  symptoms  of  that  condition. 

From  cancer  the  disease  is  easily  distinguished  histologically  ; 
but  without  resort  to  that  evidence,  you  will  know  the  malig- 
nant afiection  by  its  appearance,  its  history,  and  by  the  early 
enlargement  of  the  inguinal  glands  if  it  affects  the  vulva.  If 
the  disease  is  altogether  internal,  you  may  have  great  difficulty 
in  diagnosis. 

Elephantiasis  is  a  disease  affecting  the  clitoris  or  labia  only  ; 
a  great  hypertrophy  of  slow  growth,  sometimes  curiously  and 
regularly  nodulated,  as  in  this  specimen,  without  the  exedent 
ulceration  of  lupus.  It  is  also  distinguished  by  histological 
characters.  1  know  little  of  it,  for  it  is  rarely  seen  in  these 
countries. 

There  is  a  sort  of  elephantiasis  seen  in  tertiary  syphilis,  of 
which  I  know  very  little.  In  cases  I  have  seen  the  hyper- 
trophy has  been  considerable,  not  like  that  of  this  lupus, 
nor  like  the  enormous  growths  of  elephantiasis.  It  is  of  a 
uniform  dull  leaden  red  colour,  generally  smooth  on  the  surface, 
sometimes  superficially  ulcerated  in  mutually  touching  surfaces, 
sometimes  fenestrated  ;  and  the  inguinal  glands  are  affected. 
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As  the  lupus  varies  in  its  cliaracters  with  the  lapse  of  time, 
so  it  is  natural  to  expect  that  it  should  be  regarded  as  amenable 
to  treatment ;  and,  no  doubt,  great  gain  may  come  from  treat- 
ment, especially  surgical  interference.  This  consists  in  removing 
hypertrophic  masses,  and  in  cauterizing  ulcerations  ;  and  both 
these  operations  are  best  done  by  actual  cautery ;  and  when  the 
galvano-caustic  is  available,  I  prefer  it.  I  do  not  say  you  cure 
the  disease  by  this  means,  but  you  have  seen  cases  of  great 
extent  and  severity  very  greatly  ameliorated  by  it,  the  women 
going  away  believing  themselves  cured. 

The  mucous  membrane  inflammations  are  treated  just  as 
such  inflammations  are  treated  in  other  circumstances,  but  we 
have  learnt  to  attach  special  value  to  ruercurials,  using  chiefly 
the  lotio  nigra  as  a  wash,  or  applied  in  strips  of  lint.  Under 
favourable  circumstances  and  treatment,  it  is  interesting  to 
notice  the  softening  or  even  disappearance  of  recent  inflamma- 
tory strictures  caused  by  these  inflammations. 

Constitutional  treatment  is  not  to  be  neglected.  Eegulation 
and  maintenance  of  general  health,  the  use  of  cod-liver  oil,  of 
arsenic,  and  of  iron. 

Lupus  is  not  a  fatal  disease,  and  few  autopsies  are  recorded. 
They  have  as  yet  added  nothing  to  our  knowledge  of  the  spe- 
cialties of  the  affection. 


LECTURE  XXIII. 


ON  POLYPUS  UTERI. 

This  is  the  simplest  subject  to  describe  in  this  whole  course,  and 
in  some  respects  the  most  pleasant ;  for  it  is  easy  to  diagnose  a 
polypus,  and  easy  to  remove  it  and  cure  all  the  evils  it  may 
have  entailed.    Like  a  fibroid,  a  polypus  is  almost  always  a 
healthy  (!)  not  a  malign  disease.    No  doubt  you  do  occasionally 
have  malignant  polypi,  adenomatous  in  structure,  but  they  are 
rare,  and  generally,  not  always,  form  only  a  small  part  of  more 
extensive  mahgnant  disease.     Polypoid  masses  of  malignant 
structure  are  sometimes  separated  and  discharged  from  the 
interior  of  the  uterus,  and  give  you  valuable  diagnostic  inform- 
ation, derived  from  histological  examination.    There  is  another 
polypus  which  I  dislike  extremely  to  meet  with,  for  it  is  of 
bad  omen;  a  small,  sessile,  or  nearly  sessile,  simple,  mucous, 
polypus  of  the  cervix,  in  a  case  where  the  body  of  the  uterus  is 
enlarged  with  suspicious  characters,  and  generally  in  elderly 
women. 

There  are  many  false  polypi.    A  bit  of  adherent  chorion,  or 
of  adherent  placenta,  cannot  be  called  a  polypus  ;  but  a  bit  of 
placenta,  partially  adherent,  hanging  by  a  stalk,  is  called  a 
placental  polypus.     It  is  enveloped  in  old  clot,  and  conse- 
quently smooth  on  the  surface,  and  has  to  be  examined  after 
removal  to  be  recognised.  A  fibrinous  polypus  is  a  false  polypus, 
it  occurs  after  delivery  or  abortion,  is  of  considerable  size,  as  of 
an  egg,  is  generally  lying  in  the  cervix,  and  broadly  attached  to 
the  placental  site  by  a  thick  neck,  scarcely  a  stalk.  At  its 
attachment  chorionic  structures  in  small  quantity  are  generally 
found,  and  the  mass  of  the  polypus  is  formed  of  blood.  This 
polypus  is  firm  enough  to  maintain  its  shape  when  removed  by 
avulsion.    On  examination,  its  outer  surface  is  formed  of  a 
thick  yellow  fibrinous  layer,  and  inside  is  a  dark  firm  blood- 
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Clot.  It  l)ehaves  and  is  treated  as  a  polypus,  and  is  not  very 
rare 


A  fibroid  m  process  of  enucleation  is  a  kind  of  false  polypus 
often  taken  for  a  true  one.  Here  the  fibrous  tumour  is  bare' 
liaving  no  mucous  or  muscular  envelope,  or  only  a  partial 
envelope.  It  behaves  quite  as  a  true  polypus  does,  and  is 
treated  m  the  same  way.  When  you  seize  it  by  volsolla  and 
pull.  It  often  comes  off,  having  no  real  stalk,  but  only  incom- 
plete detachment.  This  false  fibrous  polypus  is  not  to  be  con- 
fused with  a  fibrous  polypus  whose  lowest  part  has  sloughed  ofi', 
or  IS  sloughing  off,  the  mucous  and  muscular  coverings  being  so 
removed,  and  the  subjacent  fibroid  laid  bare.  Yet  another  kind 
of  false  polypus  is  a  fungous  mass  of  so-called  endometritis 
hanging  through  a  dilated  cervix. 

The  great  polypus  of  the  uterus  is  the  fibrous  polypus  grow- 
ing from  any  part  of  the  uterus  (or  even  of  the  vagina,  or  of 
the  Fallopian  tube),  but  most  frequently  from  some  part  of  the 
body  of  the  organ ;  never  found  in  the  proper  uterine  cavity, 
not  rarely  in  the  cervix,  most  frequently  in  the  vagina ;  its 
pedicle  or  stalk  passing  from  it  to  its  insertion.  A  fibroid  has 
been  often  observed  in  all  stages  of  enucleation ;  but  a  fibroid 
has  not  been  so,  nor  its  history  well  traced,  from  being  an  em- 
bedded tumour  to  the  state  of  a  sessile  tumour  and  then  of  a 
polypus.  This  process  has,  nevertheless,  been  often  described, 
but  I  doubt  the  truthfulness  of  the  description.  Sometimes  a 
fibrous  polypus  has  only  a  mucous  envelope ;  generally  it  has 
also  a  muscular  envelope,  wliich  is  thicker  near  the  stalk  than 
far  from  it.  These  envelopes,  and  often  the  tumour  proper 
also,  are  sometimes  greatly  thickened  by  oedema.  The  envelojDed 
tumour  has  almost  always  all  the  characters  of  a  fibroid,  and  the 
bleeding  from  it  also  owns  an  identical  pathology.  You  may,  in 
the  same  uterus,  have  one  or  more  embedded  fibroids,  and 
another  one  polypoid.  A  fibrous  polypus  may  be  of  any  size 
that  can  get  accommodation  in  the  pelvis,  and  size  may  increase 
the  difficulty  of  removal  but  has  little  influence  over  the  amount 
of  blood  lost. 

Sometimes  the  polypus  is  not  a  distinct  mass  with  envelopes, 
but  a  direct  outgrowth  of  muscular  and  mucous  structure  con- 
tinuous with  the  uterine  wall,  from  which  it  takes  its  origin. 
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Besides  fibrous  you  have  the  mucli  more  numerous  mucous 
polypi ;  and  there  may  be  several  of  these  in  the  same  uterus. 
They  are  of  various  kinds,  sim^Dle  mucous  polypi,  never  large  ; 
or  fibro-cellular,  that  is,  with  a  rounded  mass  of  connective 
tissue  having  no  definite  arrangement  of  fibres,  often  with  some 
muscular  tissue,  inside  the  mucous  membrane  enveloping,  and 
sometimes  as  big  as  an  egg,  but  rarely  so  large  ;  or  glandular, 
attached  to  the  cervix,  or  body,  oftenest  to  the  cervix,  and  con- 
stituted of  open  or  closed  hypertrophied  and  distended  Nabo- 
thiau  or  other  glands  of  the  part,  one  or  more ;  or  channelled,  a 
variety  of  glandular  cervical,  composed  of  large  open  glandular 
channels  or  cavities,  sometimes  quite  empty.  These  mucous 
polypi  are  all  of  less  importance  than  the  fibrous  ;  less  in  bullv, 
bleed  less. 

A  polypus  has  no  symptoms  constantly  attending  it,  being 
frequently  found  accidentally  on  examination.  In  this  way  you 
often  meet  with  mucous  polypi  of  the  cervix  in  elderly  or  old 
women.  Sometimes  you  find  one  when  investigating  a  case  of 
vaginal  discharge.  But,  generally,  it  is  some  degree  or  form  of 
bleeding  which,  leading  to  suspicion  of  it,  leads  also  to  the 
examination  which  results  in  its  discovery.  It  is  not  rare  for  a 
mucous  polypus  to  be  so  soft,  glabrous,  and  mobile  as  for  a 
time  to  elude  detection,  even  by  an  experienced  finger. 

Most  polypi  are  vaginal  and  easily  discovered ;  but  bloody,  or 
purulent,  or  serous,  uterine  discharge  may  so  excite  your  suspi- 
cion of  a  polypus  or  other  disease  higher  up  as  to  impel  you  to 
further  investigation.  This  is  efiected  by  dilating  the  external 
OS  of  the  cervix  ;  and  fortunately  further  dilatation  is  rarely 
required,  for  a  polypus  imprisoned  above  the  cervix  is  extremely 
rare,  and  always  mucous. 

Dilatation  is  effected  by  tangle  tent,  and  often  a  vaginal  plug 
is  required  to  keep  it  from  slipping  out. 

You  may  have  a  small  mucous  polypus  above  the  cervix, 
perhaps  by  the  side  of  a  projecting  sub-mucous  fibrous  tumour ; 
or  you  may  have  an  intra-uterine  fibroid  nearly  polypoid.  The 
dilatation  and  further  digital  examination  of  the  interior  of  the 
uterus  proper  is,  as  I  have  in  another  lecture  told  you,  neither 
an  easy  nor  quite  a  safe  operation.  You  must  not  proceed  to 
do  it  without  good  and  sufficient  reason. 
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You  can  scarcely  make  any  mistake  about  a  polypus,  except 
when  it  is  of  the  size  of  a  rather  small  egg  and  has  its  pedicle 
passing  through  the  cervix.  Then  you  must  make  sure  that  you 
have  not  an  inverted  uterus — chronic  inversion.  A  probe 
passed  by  the  side  of  the  supposed  pedicle  is  quickly  arrested  if 
the  case  is  one  of  inversion,  passes  easily  into  the  uterine  cavity 
if  it  is  not  so.  If,  after  this,  you  still  feel  iusecure  in  your 
diagnosis,  you  can  easily  complete  it  by  a  finger  in  the  rectum 
feeling  the  absence  of  the  uterine  body  from  its  proper  place,  or 
by  bimanual  examination.  Keep  in  mind  also  that,  as  in  a 
recent  case  in  "  Martha,"  you  may  have  both  a  fibroid  and  an 
inversion  ;  and  it  may  be  difficult  to  tell  where  fibroid  ends  and 
uterus  begins,  that  is,  the  line  where  you  proceed  to  separate  by 
art.  On  this  subject  you  will  get  further  instruction  when  I 
speak  of  chronic  inversion. 

Tor  the  treatment  of  polypus  you  need  only  two  instruments, 
a  volsella  to  seize  and  perhaps  pull  down  the  polypus,  and  a  scis- 
sors, curved  on  the  flat,  to  divide  the  pedicle.  Some  small  mucous 
polypi  you  simply  seize  by  a  uterine  forceps  and  tear  or  twist 
off ;  but  most  are  treated  by  volsella  and  scissors.  You  should 
wash  out  the  vagina  with  antiseptic  lotion  as  you  begin  and 
after  you  have  done.  By  the  volsella  you  seize  and  fix  the 
polypus.  If  it  is  a  mucous  polypus  you  cannot  drag  by  it,  for 
it  will  tear  out ;  but  if  it  is  a  fibroid,  and  of  large  size,  you  may 
find  it  advantageous  to  pull  it  down  even  to  the  vulva,  thus 
getting  easy  access  to  the  stalk.  If  it  is  very  large,  as  big  as  a 
foetal  head,  you  must  pull  it  out  to  get  access  to  the  stalk.  To 
get  it  out  you  may  have  to  split  the  perinteum,  as  you  are 
recommended  to  do  in  some  cases  when  the  head  is  passing 
over  it  in  labour.  Or,  you  may  cut  out  wedges  of  the  tumour 
to  reduce  its  size  ;  or  get  it  out  gradually  by  what  it  called  the 
spiral  cut,  that  is,  cutting  on  and  on  without  detaching  ;  in  this 
way  getting  a  longer  and  longer  flap  of  the  tumour  away.  If 
the  tumour  is  truly  intra-uterine,  having  an  imperfect  pedicle, 
or  being  sessile,  your  best  plan  is  to  enucleate  by  avulsion. 
After  the  operative  removal  no  further  treatment  or  interference 
is  required— no  plugging,  no  cauterizing. 

As  bleeding  is  the  evil  to  be  cured,  and  the  woman  is  already 
often  very  antemic,  it  is  natural  to  fear  loss  of  blood  as  an 
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immediate  result  of  the  removal  of  the  polypus  ;  and,  up  till 
twenty  or  thirty  years  ago,  the  method  of  operating  was  planned 
with  a  view  to  obviate  this  risk. 

It  is  now  known  that  bleeding  after  the  operation  very  rarely 
occurs.  I  have  once  seen  it  after  the  removal  of  a  fibroid,  and 
tlie  number  that  has  passed  through  my  hands  is  great.  I  have 
seen  it  after  the  removal  of  a  glandular  polypus,  and  after  the 
removal  of  a  fibro-cellular  polypus,  but  in  no  case  was  it  very 
alarming,  and  it  was  arrested  by  a  simple  vaginal  plug.  In  the 
second  case  it  was  secondary,  that  is,  it  did  not  begin  till  many 
hours  after  the  operation.  I  have  seen  dangerous  haemorrhage 
after  the  removal  of  a  sessile  mass,  of  the  size  of  the  last  phalanx 
of  a  finger,  projecting  into  the  cervix.  This  was  arrested  by  a 
firm  plug,  and  you  observe  that  this  was  not  a  case  of  polypus. 
You  may,  therefore,  without  hesitation,  proceed,  uninfluenced  by 
dread  of  hasmorrhage  ;  preferring,  of  course,  the  simple  volsella 
and  scissors  to  the  complicated  and  slow  proceedings  of  thirty 
years  ago. 

The  absence  of  haemorrhage  in  the  removal  of  fibrous  polypi 
is  explained  by  the  powerful  retraction  of  the  pedicle.  You 
have  a  pedicle  of  some  length,  say  an  inch,  and  you  cut  it 
through  the  middle,  and  after  the  operation  you  cannot  feel  the 
half  inch  left,  it  is  destroyed  by  retraction.  The  half -inch  cut 
away  is  also  not  to  be  found  for  the  same  reason,  and  in  its 
place  you  find,  not  a  projecting  half-inch  of  pedicle,  but  a  cup- 
like depression. 

All  fibrous  polypi  are  not  distinct  tumours  ;  sometimes  they 
are  muscular  outgrowths  continuous  with  the  uterine  wall,  and 
the  stump  of  the  pedicle  of  one  of  those  may  bleed.  I  have 
lemoved  several  without  any  haemorrhage,  unless  the  case  I 
have  just  spoken  of,  the  phalanx-like  tumour,  be  an  example. 

But  hsemorrhage  is  not  the  only  danger  attending  this  opera- 
tion. You  may  have  septicaemia  and  death.  The  new  and 
simpler  mode  of  operation  is  recommended  by  its  involving 
much  less  risk  of  this  dangerous  affection  than  the  slower  old 
methods.  I  have  had,  in  all  my  practice,  including  a  very  large 
number  of  operations,  I  am  sorry  I  cannot  say  how  many,  only 
one  surgical  calamity — one  death — and  it  occurred  in  "  Martha," 
a  most  lamentable  and  most  lamented  death.    The  case  was  a 
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simple  one — a  conmion  fibrous  polypus  of  the  size  of  an  apple, 
and  a  stalk  as  thick  as  your  little  finger.  It  was  removed  easily 
by  volsella  and  scissors.  In  a  few  days  the  patient  was  dead. 
A  post-mortem  examination  was  made  and  nothing  peculiar  was 
found.  The  little  wound  near  the  os  uteri  seemed  quite  healthy. 
In  no  other  case  have  I  had  even  alarm. 


LECTURE  XXIV. 


ON  OVAEITIS, 

The  diseases  to  which  I  am  to  devote  most  of  this  lecture  are 
very  difficult  of  precise  investigation.  They  are  seldom  fatal, 
and  consequently  seldom  iUustrated  in  the  post-mortem  theatre. 
For  these  reasons  progress  in  this  department  of  gynecology  has 
been  very  slow.  '  Lately  we  have  got  some  light  on  it  from  the 
practice  of  the  oophorectomists,  or  performers  of  what  has  been 
called  normal  ovariotomy. 

Ovaritis,  like  several  of  the  diseases  that  I  have  been  lecturmg 
on  in  this  room,  occurs  as  a  complication  of  pyaemia  ;  and  such 
ovaritis  I  do  not  consider  now  at  all.  A  case  of  this  sort 
occurred  in  "  Martha,"  and  I  mention  it,  to  give  you  an  example 
of  kinds  of  ovaritis  that  I  am  not  considering  at  present.  A 
v^oman  was  delivered  with  great  difficulty  on  account  of  placenta 
preevia,  complicated  with  slight  contraction  of  the  pelvic  brim. 
After  delivery  she  suffered  from  putrid  intoxication  or  saprsemia. 
She  was  in  this  condition  brought  to  the  hospital.  The  putre- 
faction Was  arrested  by  intra-uterine  lotion.  She  then  showed 
symptoms  of  pysemia,  and  died.  Two  pelvic  collections  of  pus 
were  found — one  (perimetric)  in  a  cavity  bounded  by  the  left 
ovary,  the  Uterus,  and  above  by  a  piece  of  omentum  :  this  con- 
tained half  an  ounce  of  pus;  the  surface  of  the  ovary  was 
ulcerated  where  it  formed  the  wall  of  the  pus-sac  ;  the  ovary 
itself  was  enlarged,  and  corpora  lutea  in  it  contained  pus.  The 
other  collection  of  pus  was  in  the  cellular  tissue  (parametric),  to 
the  right  of,  and  a  little  behind,  the  cervix  uteri,  and  contained 
the  same  quantity  of  pus.  The  walls  of  the  uterus  were  flabby. 
Tire  persistent  decidua  serotina  was  easily  made  out.  The  right 
ovary  was  swollen,  renitent,  as  big  as  a  walnut,  and  when  cut 
into  was  found  to  have  had  its  healthy  tissue  everywhere  utterly 
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destroyed  and  converted  into  a  yellow,  purulent,  almost  diffluent 
mass.  There  was  no  lymph  in  Douglas's  space.  Bladder  and 
uterus  normal.  No  general  peritonitis.  Of  such  ovaritis  with 
suppuration,  examples  are  not  rare,  because  puerperal  pytemia 
is  not  rare. 

Leaving  that  subject,  I  come  to  say  a  few  words  on  what 
may  be  regarded  as  prefatory  to  ovaritis — ovarian  irritation, 
often  called  ovarian  neuralgia  ;  a  very  common  affection.    It  is 
characterized  by  absence  of  every  sign  of  disease,  and  of  every 
regular  symptom,  except  pain  in  the  region  of  one  or  other 
ovary;  curiously,  more  frequently  in  that  of  the  left  than  in 
that  of  the  right  ovary.    You  know  that  when  a  disease  is 
characterized  by  pain,  and  nothing  else,  it  is  called  an  irritation 
or  a  neuralgia ;  and  so  it  is  in  the  case  of  the  ovary.  Although 
that  is  the  name  given  to  it,  you  must  not  suppose  that  that  is 
the  final  or  true  pathology  of  the  disease.    I  am  very  doubtful 
of  that.    In  accordance  with  the  nature  of  this  disease,  charac- 
terized by  a  pain  in  one  or  other  groin  over  the  ovary,  it  is  treated 
by  anti-neuralgic  medicines,  and  a  combination  of  zinc  and 
quinine  has  had  great  reputation  in  cases  of  this  kind.  Lately 
I  have  called  it  the  Charcot  pain,  a  name  explicitly  involving 
no  theory,  and  intended  not  to  do  so,  and  especially  to  avoid 
implying  acquiescence  in  the  ovarian  localization  asserted  by 
this  great  author.   It  is  not  necessarily  ovarian  because  it  is  near 
the  ovary. 

I  go  a  step  further,  and  now  mention  some  cases  which 
are  not  inflammatory,  and  yet  which  are  certainly  more  than 
merely  neuralgic.     Of  this  kind  of  disease  many  examples 
occur.    Either  one  or  both  ovaries  may  be  felt,  and  they  are 
slightly  enlarged:  they  are  tender;  and  you  may  well  ask. 
Why,  then,  do  you  not  call  that  inflammation  ? "  There 
are  the  following  reasons  for  this  :— That  in  many  cases,  as  in 
one  which  I  am  just  about  to  read  to  you,  the  women  are  in 
perfect  health— not  in  all  cases,  for  many  practitioners  would 
ascribe  the  nervous,  hysterical,  condition  of  some  women  to  this 
disease  of  the  ovaries  ;  but  it  occurs  frequently  in  women  who 
are  in  blooming  health,  who  have  nothing  to  complain  of  except 
tenderness  of  the  ovaries,  not  pain  in  them.    Further  cases  of 
this  kind  are  not  in  any  marked  manner  benefited  by  antiphlo- 
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aistic  treatment.  They  generally,  indeed,  resist  all  treatment. 
Here  is  an  extreme  case :— A.  H.,  aged  twenty-four  years, 
married  a  year  and  a  half ;  never  pregnant ;  catamenia  regular. 
She  complains  of  'painful  menstruation.  On  examination,  the 
left  ovary  is  easily  felt,  and  somewhat  swollen  and  tender.  The 
uterus  is  natural,  except  extreme  sensitiveness  of  the  mucous 
membrane  of  its  body.  The  cervix  permits  easily  the  passage 
of  only  a  No.  7  bougie.  After  some  partially  successful  treat- 
ment of  the  dysmenorrhoea,  she  left  the  hospital,  but  soon 
returned,  saying  she  was  not  cured.  Now  she  privately  made 
known  that  what  she  wished  cured  was  not  so  much  her  painful 
menstruation  as  pain  in  sexual  connection — a  pain  which 
delicacy  had  prevented  her  from  earlier  mentioning.  With  this 
in  view,  she  was  re-examined,  and  now  both  ovaries,  somewhat 
prolapsed,  swollen,  and  tender,  yet  freely  mobile,  were  easily 
felt.  Pressure  on  either  of  them  produced  pain,  which  she 
recognised  as  that  of  her  dyspareunia.  She  is  now  under  treat- 
ment. Counter-irritants  externally,  and  small  doses  of  corro- 
sive subHmate  internally,  are  being  used.  I  can  only  say  I 
hope  she  will  be  cured. 

Now  I  come  to  cases  about  which  there  can  be  no  doubt, 
where  you  have  every  local  indication  of  inflammation  that  you 
can  get  under  the  circumstances,  and  corresponding  constitu- 
tional disturbance.  Here  there  is  a  very  great  difficulty, 
namely,  in  arranging  the  cases  into  classes  according  as  they 
are  acute,  subacute,  and  chronic.  Many  cases  are  easily  recog- 
nised as  chronic  and  subacute ;  and  among  such,  some  patho- 
logists might  place  the  case  of  dyspareunia  that  I  have  just 
read.  But  the  great  majority  of  cases  it  is  impossible  to  place 
exactly  in  any  category.  At  the  other  extreme,  however,  you 
have  cases  which  end  in  abscess.  These  are  evidently  acute 
inflammations.  Such  acute  cases  ending  in  abscess,  and  not  of 
the  pysemic  kind  that  I  have  mentioned  at  the  beginning  of  this 
lecture,  are  not  uncommon,  and  the  abscess  is  perioophoric,  in 
Douglas's  space,  or  in  that  part  of  it  in  which  the  ovary  is 
lying.  Acute  inflammation  of  an  ovary  after  abortion,  delivery 
at  full  time,  or  in  the  unimpregnated  female,  not  rarely  ends  in 
pelvic  abscess,  which  is  a  perioophoric  abscess.  No  doubt, 
apart  from  pyemic  suppuration,  cases  of  abscess  or  suppuration 
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within  the  ovary  do  occur,  especially  small  abscesses;  but, 
clinically  speaking,  I  know  nothing  of  such  cases.  I  have  seen 
them  in  the  post-mortem  theatre.  I  am  inclined  to  tlirow 
considerable  doubt  upon  the  histories  of  cases  described  as  of 
large  abscesses  within  the  ovary,  containing  half  a  pint  or  pints 
of  pus ;  and  it  would  re(iuire  careful  dissection  of  such  a  case, 
careful  consideration  of  all  its  history  and  characters,  before  it 
could  be  held  as  proved  that  such  a  large  collection  is  an 
ovarian  abscess,  and  not  a  suppurating  cyst.  There  can  be  no 
doubt  that  a  small  abscess  may  form  in  the  ovary ;  but  I  do 
not  think  it  is  proved  that  large  abscesses,  such  as  are  described, 
ever  form  in  this  organ.  I  have  never  read  a  case  nor  seen  a 
dissection  which  satisfied  me  on  that  point. 

I  have  said  that  the  progress  of  this  department  of 
gynaecology  is  very  slow ;  and  we  owe  progress  in  it  to  two 
causes — the  recent  enthusiasm  in  gynaecology  which  is  pre- 
vailing all  over  the  world;  but  more  especially  to  increased 
exactness,  and  more  extensive  application  of  the  bimanual 
method  of  examination.  You  know  very  well,  and  it  is 
admirably  illustrated  in  many  parts  of  medicine,  that 
although  a  thing  is  close  before  your  eyes  you  may  not  see 
it  unless  you  look  specially  for  it.  Nothing  is  more  painfully 
true  than  this ;  and  in  no  department  of  science  is  it  better 
exemplified  than  in  medicine.  When  you  carefully  look  for  dis- 
ease of  the  ovaries,  and  the  careful  seeking  is  done  mainly  by 
bimanual  examination,  jon  will  find  that  there  are  very 
many  cases  of  minor  disease  of  the  ovaries.  Bimanual  ex- 
amination may  be  made  in  various  ways.  It  is  to  be  done  in 
every  case  in  which  you  pretend  to  make  a  thorough  examina- 
tion of  the  internal  genital  organs.  Before  proceeding  to  it,  the 
bowels  must  be  emptied — that  is  to  say,  it  is,  as  a  preparatory 
measure,  well  to  give  a  dose  of  castor  oil.  If  you  do  not,  you 
may  find  the  visit  to  your  patient  lost  in  consequence  of  the 
distension  of  the  lower  bowel  with  fseces.  You  cannot  make  a 
fine  examination  of  the  ovaries  while  a  quantity  of  faeces  is 
stuffing  the  pelvis.  The  bowels  being  emptied,  your  patient  is 
placed  on  her  back  at  the  right  side,  or  at  the  obstetric  side,  of 
the  bed ;  her  right  thigh  is  raised,  the  right  foot  being  placed 
adjacent  to  the  left  knee.    With  the  forefinger  of  your  right 
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liancl  you  examine  per  vaginam   and  per   rectum.  Simul- 
taneously, you  assist  and  contribute  to  the  examination,  by 
the  left  hand  placed  over  the  hypogastrium,  pressing  the 
parts ;  the  left  hand  pressing  the  parts  down  upon  the  right, 
the  right  pressing  the  parts  up  upon  the  left.    Making  the  ex- 
amination in  this  way  in  a  woman  who  is  not  nervous,  who  sub- 
mits well  to  the  examination,  and  who  has  not  a  great  quantity 
«rf  fat,  you  can  feel  the  pelvic  organs  with  very  great- precision. 
You  can  easily,  as  you  will  have  plenty  of  opportunities  in 
liealthy  women  of  ascertaining,  make  the  fingers  of  the  two  hands 
meet ;  for  instance,  in  front  of  the  uterus,  and  thus  you  grasp 
the  bladder  between  the  two  hands.    You  can  place  tlie  fingers 
so  as  to  grasp  the  uterus  and  feel  every  part  of  it ;  and  pressing 
the  fingers  towards  the  sacro-iliac  joint  on  eitlier  side,  you  can, 
in  a  great  number  of  cases,  seize  either  ovary.    If  you  cannot 
find  an  ovary,  that  is  not  proof  that  it  is  healthy ;  it  is  a  pre- 
sumption, however,  in  favour  of  its  being  so,  for  in  almost  all  of 
the  minor  diseases  of  the  ovary,  you  can  easily  seize  it.    In  a 
woman  with  healthy  ovaries  it  is  sometimes  impossible  to 
identify  these  organs  in  this  way.    They  are  then  too  small, 
soft,  and  mobile.    If,  however,  an  ovary  is  of  the  size  of  a 
walnut,  you  can  generally  quite  easily  feel  it.    This  bimanual 
examination  is  frequently  rendered  abortive  by  the  presence 
of  adhesions ;  and  if  these  are  present,  they,  as  it  were,  throw  a 
cloud  of  uncertainty  over  the  examination  by  preventing  you 
from  identifying  the  ovary  and  feeling  it. 

I  may  mention  here  that  at  least  one  eminent  author  says 
that  the  minor  forms  of  inflammation  of  the  ovary  never  exist 
without  ulceration  of  the  cervix.  That  is  a  mistake.  "Were 
it  true,  it  would  be  an  extremely  valuable  indication ;  for 
if  there  were  no  ulceration  of  the  cervix  there  could  be 
no  ovaritis. 

What  do  we  make  out  by  bimanual  examination  ?  We 
make  out  firstly,  tenderness,  frequently  intense  tenderness; 
and  this  may  prevent  thorough  examination.  The  woman 
cannot  endure  it;  she  shrinks,  and  will  not  allow  you  to 
proceed  further.  Be  very  careful,  therefore,  not  to  elicit  more 
pam  than  is  inevitable,  and  that  not  until  you  are  about  to  finish 
your  examination.    You  frequently  are  astonished  to  find  the 

P 


2  lO 


ON  OVARITIS. 


presence  of  this  tenderness,  for  it  is  often  present  when  the 
woman  complains  of  no  distinctive  ovarian  pain.  It  attracts 
your  attention,  in  such  a  case,  for  the  first  time  to  the  seat  of 
the  disease. 

The  position  of  the  uterus  is  affected  by  ovarian  swelling. 
Ovaritis  is  a  disease  eminently  liable  to  relapses ;  it  is  liable 
also  to  attack  one  and  the  other  ovary  alternately.    In  these 
cases  you  often  observe  a  change  in  the  position  of  the  uterus 
when  the  ovary  becomes  enlarged  and  swollen.    It  may  be 
retroverted  when  the  ovary  is  healthy,  and  then  be  pushed 
up  into  a  natural  situation  when  the  ovary  is  swollen.  If 
the  ovary  becomes  increased  in  size,  and  therefore  in  weight, 
you  would  naturally  expect  it  should  fall  down,— and  so  it 
sometimes  does  ;  it  becomes  what  is  called  prolapsed ;  instead 
of  being  upon  a  higher  level,  as  in  health,  it  lies  upon  the  level 
of  the  neck  of  the  womb— sinks  into  Douglas's  space,  sometimes 
even  depressing  the  floor  of  tliis  space.    This  prolapse  makes 
the  organ  more  easily  felt,  and  in  the  case  of  dyspareunia  that 
I  read  to  you,  both  ovaries  were  distinctly  felt  and  both  pro- 
lapsed, lying  down  on  the  level  of  the  cervix  instead  of  higher  up 
behind  the  broad  ligaments.    This  prolapsus  does  not  invariably 
occur ;  but  when  it  does  occur  you  can  easily  imderstand  how  it 
should  aggravate  dyspareunia.    A  woman  with  inflamed  ovaries 
in  the  naWal  position  may  not  have  dyspareunia ;  but  a  woman 
with  a  slight  degree  of  ovaritis,  or  with  only  slightly  enlarged 
ovaries  if  they  are  prolapsed,  may  have  great  dyspareuma.  _ 

Besides  making  out  the  condition  of  tenderness,  you  examine 
the  consistence  of  the  organs.    They  may  be  more  or  less  hard 
and  elastic.    Next,  you  pay  attention  to  the  size  of  the  organs. 
This  is  a  subject  that  has  been  very  much  disputed.    I  am 
satisfied  that  an  inflamed  ovary  may  increase  m  size  to  many 
times  its  natural  bulk,  but  not  many  times  its  natural  Imeal 
dimensions  ;  and  these  two  modes  of  measuring  are  often  con- 
fused    I  have  seen  in  a  post-mortem  a  hypertrophied  ovary 
which  was  as  big  as  a  small  hen's  egg,  and  that  without  any- 
thing to  be  discovered  in  it  except  what  may  be  called  areolar 
lerplasia,  or,  in  simpler  words,  increase  of  juice  and  o  fibrous 
ssue     In  some  cases-rare,  no  doubt-the  ovary  becomes 
smaller  and  you  have  a  condition  which  has  been  described  as 
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that  of  cirrhosis.  In  this  cirrhotic  disease,  the  ovary  of  an 
otherwise  healthy,  young,  and  vigorous  woman  has  become 
contracted  to  a  size  little  larger  than  that  of  a  field-bean  ;  and 
wlien  cut  through  it  is  found  to  consist  of  nothing  but  intensely 
dense  whitish  fibrous  tissue. 

The  enlargement  of  an  ovary  that  is  the  subject  of  inflam- 
mation is  a  matter  that  requires  a  little  more  description,  because 
in  some  cases  that  are  otherwise  naturally  classed  clinically  as 
cases  of  ovaritis,  you  have  merely  irritation  from  the  growth  in 
the  ovary — not  of  ovarian  dropsy,  but  of  a  thin-walled  cyst  or 
cysts,  generally  filled  with  a  limpid  straw-coloured  fluid,  some- 
times containing  fluid  that  is  grumous,  or  at  least  tinted  with 
blood.  There  was  a  case  in  "Martha"  last  Tuesday.  The 
woman  came  to  us  in  perfect  health,  except  with  pain  in  the 
region  of  the  left  ovary.  Her  left  ovary  was  about  the  size  of  a 
small  orange,  and  felt  as  if  it  were  a  tense  cyst.  I  believed, 
though  I  could  not  prove  it,  that  it  had  in  it  a  tense  cyst,  and 
it  was  the  tension  of  this  cyst  that  caused  the  pain,  and 
nothing  did  it  any  good.  I  anticipated  that  it  might  burst 
and  disappear  without  giving  the  woman  any  more  trouble.  It 
did  soon  disappear  suddenly,  and  without  causing  any  symptoms 
whatever.  If  the  contents  are  unfortunately  grumous,  or  mixed 
with  pus,  such  a  cyst  will  probably  give  the  woman  a  good  deal 
of  trouble— it  may  be  fatal.  This  disease  is  generally  called 
hydrops  folliculi,  and  the  bursting  is  not  rare.  Sometimes,, 
instead  of  one  cyst  you  have  several ;  not  a  multilocular  cystoma, 
but  two  or  three  or  more  of  similar  cysts  or  dropsical  follicles' 
They  are  said  to  be  Graafian,  but  that  remains  to  be  proved.  It 
is  certain  that  some  of  them  are  Graafian,  because  ovules  have 
been  found  in  them.  Several  years  ago  I  described  this 
formation  and  bursting  of  ovarian  cysts  as  forming  a  disease 
that  might  be  confused  with  ovaritis ;  and  since  then  I  have 
taken  great  interest  in  noticing,  not  post-mortems— for,  as  I 
have  told  you,  the  disease  we  are  discussing  is  scarcely  ever 
mustratedin  post-mortems-but  what  is  nearly  as  good  for  the 
purpose,  cases  of  spaying,  an  operation  which  has  been  intro- 
duced recently  into  gynecological  practice.  If  you  read  recorded 
cases  of  the  spaying  of  women  suffering  from  what  was  supposed 
to  be  ovaritis,  you  will  find,  in  an  astonishing  number,  that,  on 
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getting  hold  of  the  ovary,  it  was  found  to  be  composed  of  fragile 
cysts,  whose  presence,  previous  to  the  operation,  had  not  been 
suspected. 

This  complication  adds  greatly  to  the  dilhculty  of  diagnosis. 
The  essential  part  of  the  diagnosis  I  have  gone  over.  I  shall 
now  mention  a  few  symptoms  which  occasionally  accompany 
ovaritis.  These  symptoms,  no  doubt,  frequently  depend  upon 
corporeal  endometritis,  which,  in  a  considerable  number  of  cases, 
accompanies  ovaritis.  Corporeal  endometritis  is  inflammation 
of  the  mucous  membrane  of  the  cavity  of  the  body  of  the 
uterus.  This  being  so,  you  can  easily  understand  that  in  cases 
of  ovaritis  you  will  frequently  have  either  menorrhagia  or  pro- 
longed menstruation  or  pseudo-menstruation.  Occasionally, 
however,  you  have  amenorrhea;  and  in  such  cases  there  is 
probably  no  endometritis.  Women  are  frequently  sterile  when 
suffering  from  ovaritis;  but  there  is  no  invariable  connection 
between  the  two.  Indeed,  although  it  is  probable  that  there  is 
some  connection,  it  is  far  from  being  proved.  I  have  known 
typical  cases  of  ovaritis  lasting  during  the  child-bearing  period 
of  life,  in  women  persistently  fertile. 

I  must  now  say  a  few  words  on  peculiarities  of  ovaritis,  and 
the  case  I  am  going  to  read  to  you  will  illustrate  the  tendency 
of  the  disease  to  relapse. 

A.  0.,  aged  thirty  years,  married  for  five  years ;  has  had  three 
children,  the  last  eighteen  months  ago ;  no  miscarriages  ;  cata- 
menia  natural  and  regular,  the  last  beginning  on  December  26; 
admitted  January  18.    She  complains  of  pain  in  the  hypogas- 
trium  and  in  the  left  iliac  region,  which  has  continued  since 
January  i.    On  careful  examination  the  only  disease  discovered 
is  a  swollen,  tender,  left  ovary.  Besides  ordinary  constitutional 
treatment,  a  blister  two  inches  square  was  applied  over  the  left 
inguinal  canal,  and  a  course  of  half-drachm  doses  thrice  dady  of 
the  liquor  hydrargyri  perchloridi  was  instituted.    Under  this 
treatment  she  rapidly  improved;  but  a  week  from  its  com- 
mencement—that is,  on  the  25th-the  symptoms  and  signs  ot 
disease,  which  were  dying  away  in  the  left  side,  began  with  some 
intensity  in  the  right.    A  similar  treatment  was  used  for  this 
relapse  and  with  similar  good  results.    Tliis  is  a  remarkably 
favourable  case.    What  was  the  cause  of  it  we  do  not  know, 
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but  it  was  of  very  short  duration,  and  there  is  considerable 
reason  to  fear  that  it  will  again  relapse. 

There  is  a  distinction  of  the  disease  into  follicular  or  paren- 
chymatous inflammation  and  interstitial  or  stromatous  inflam- 
mation, which  is  of  very  great  importance,  but  which,  for 
clinical  purposes,  has  as  yet  no  interest.  I  know  no  way 
during  life  of  making  any  distinction  between  them.  The 
follicular  inflammation  is  said  to  be  most  frequent  as  a  com- 
plication of  fever  or  cholera,  and  to  be  accompanied  by  little 
tendency  to  the  formation  of  adhesions.  The  inflammation  of 
the  stroma  is  said  to  occur  chiefly  after  abortion  or  lying-in  at 
the  full  time,  and  in  it  you  have  greater  tendency  to  increase  of 
size  and  the  formation  of  adhesions. 

The  presence  of  adhesions  of,  and  around,  the  ovary  prevents 
your  being  able  to  diagnose  precisely  the  disease  while  they 
persist.  It  may  be  exactly  diagnosed  if  you  ascertain  the  con- 
dition of  the  ovary  before  the  adhesions  were  formed ;  or  if  you 
ascertain  the  condition  of  the  ovary  after  the  adhesions  disap- 
pear ;  and  both  of  these  observations  are  not  rarely  made  in 
actual  cases.  When  you  have  adhesions  forming  around  the 
ovary  you  have  always  a  threatening  of  the  formation  of  peri- 
oophoric  abscess,  which  I  have  told  you  is  not  of  very  rare 
occurrence.  If  one  ovary  is  surrounded  by  adhesions,  you  fre- 
quently have  a  singularly  distinct  limitation,  made  out  by  your 
examining  finger,  of  the  condition  of  the  upper  part  of  the 
cavity  of  the  pelvis  as  supposed  to  be  divided  into  four  parts. 
In  the  case  of  the  inflammation  of  one  ovary,  you  frequently 
have  one  of  the  posterior  quarters  of  the  upper  part  of  the 
pelvis  solidified.  You  have  then  a  right  to  suspect  that  the 
mass  of  hardening  and  adhesions  is  noi  the  result  of  metritis, 
but  the  result  of  the  inflammation  of  an  organ  which  is  in  that 
part.  I  shall  read  to  you  a  case  where  this  was  particularly 
well  observed,  and  where,  in  accordance  with  the  natural  his- 
tory of  the  disease,  the  adhesions  spread,  so  as,  in  the  latter 
part  of  the  case,  to  occupy  both  posterior  quarters,  that  is,  the 
posterior  half  of  the  upper  part  of  the  pelvic  excavation  ;  and, 
as  you  might  expect,  the  uterus  was  pushed  somewhat  forward. 

S.  E.,  aged  thirty-four,  married  for  four  years,  has  had  two 
children  and  no  miscarriages.    Last  child  born  about  eleven 
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months  before  admission  to  "  IMartha  "  ;  much  hasmorrhage  at 
its  birth,    Catanienia  begun  when  she  was  thirteen  years  of 
age ;  they  are  always  irregular,  painful,  and  profuse.    The  last 
period  occurred  six  weeks  before  admission.  About  three  months 
ago  she  underwent  an  operation  for  fissure  of  the  anus,  which 
has  not  relieved  her.     She  now  complains  of  pain  on  mic- 
turating.   Nine  days  after  last  confinement  she  travelled  a 
hundred  miles  by  train.    This  brought  on  pain  in  the  lower 
part  of  the  back  and  in  the  lower  part  of  the  belly  and  along 
the  outside  of  the  right  thigh.    This  pain  has  been  aggravated 
during  the  last  three  months.    Has  a  little  white  discharge. 
There  is,  on  external  palpation,  a  feeling  of  fulness  over  the 
right  side  of  the  brim  of  the  pelvis.    In  the  same  part  there  is 
tenderness.    Digital  vaginal  examination  discovers  the  cervix 
uteri  in  a  natural  situation.    The  probe  discovers  a  uterus  of 
natural  dimensions  in  its  natural  situation.   The  uterus  is  fixed, 
and  cannot  be  discriminated  by  the  finger  from  a  mass  of  ten- 
der hardness  which  occupies  the  right  posterior  quarter  of  the 
upper  part  of  the  pelvic  excavation.     The  tender  hardness 
subsequently  increased  in  bulk,  extended  across  the  pelvis  to 
the  left  side,  and  displaced  the  uterus  forwards.    She  was  kept 
in  bed  and  treated  by  drugs.    When,  after  six  weeks,  she  was 
dismissed,  her  symptoms  were  all  much  alleviated.    The  signs 
of  disease  had  also  disappeared,  except  an  adherent  fixed  uterus. 
Here  was  a  case  of  subacute  ovaritis  almost  certainly  j)roduced 
by  the  journey  after  the  last  confinement    The  disease  had 
lasted  eleven  months,  and,  during  her  stay  in  the  hospital,  it 
extended  from  the  right  side  to  the  left,  but,  under  proper  treat- 
ment (whether  the  improvement  is  to  be  ascribed  to  the  drug 
part  of  the  treatment  or  the  rest  and  proper  hygienic  care,  I 
cannot  say),  the  active  disea,se  rapidly  disappeared. 

Before  I  conclude  I  must  say  a  few  words  as  to  the  causes 
and  treatment  of  this  very  important  disease.  Occasionally  it 
is  seen  as  a  consequence  of  fever,  especially  typhoid,  of  cholera, 
and  of  rheumatism  ;  and,  in  close  connection  with  these  diseases, 
it  is  very  frequently  a  result  of  the  use  of  alcoholic  liquors, 
oven  when  these  are  not  taken  to  notable  excess.  At  present 
my  impression  is  that  that  is  the  most  frequent  cause  of  the 
disease  ;  and  this  view  of  the  causation  of  tlie  disease  is  in  the 
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most  gratifying  manner  frequently  ^0^^^°^°^^^  ^  ^^Vli Jnl' 
by  the  cure  which  follows  upon  the  adoption  of  teetotal  living. 
I  oTeat  mass  of  cases  occurs  as  a  consequence  of  recent  marriage 
suppression  of  menstruation,  abortion,  and  delivery  at  the  tuU 
time  where  there  is  no  evidence  of  blood-poisonmg.     in  a 
certain  class  of  women  you  have  the  disease  occurring  m  its 
most  characteristic  form  ;  and  it  is  in  young  strumpets  that  the 
disease  is  best  studied.   There  it  is  a  consequence  of  gonorrhoea. 
The  inflammation  extends  to  the  ovaries.    It  may  be  chronic 
for  a  considerable  time,  and  produce,  as  its  chief  annoyance  to 
the  patient,  slight  loss  of  blood  in  consequence  of  the  endome- 
tritis which,  in  this  case,  accompanies  it.    Then  the  disease 
may  produce  peri-oophoric  adhesions  ;  and,  under  proper  treat- 
ment, you  may  watch  the  disappearance  of  these  peri-oophoric 
adhesions  and  the  disappearance  also  of  the  ovaritis.    It  is 
in  cases  of  young  strumpets  that  I  have  learned  most  of  what  I 
have  been  describing  to  you. 

I  have  said  that  ovaritis,  and  it  is  especially  true  of  the  sub- 
acute kind,  occurs  frequently  after  marriage,  and  often  prevents 
fertility.  If  the  desired  pregnancy  comes  soon  it  is  a  most 
fortunate  thing  for  the  prospect  of  disappearance  of  the  ovaritis. 
I  believe  orchitis  after  marriage  is  not  common :  such  ca'ses  do 
not  come  in  my  way,  but  a  medical  friend  has  told  me  of  a  case 
of  double  orchitis  beginning  on  the  night  of  marriage. 

Xow  a  few  words  on  the  treatment ;  and  I  begin  by  telling 
you  that  you  will  find  a  great  many  cases  chronic— which  is 
almost  a  synonym  for  incurable.  I  advise  you,  indeed,  in  many 
cases  which  resist  a  properly  conducted  treatment,  to  give  up 
the  attempt  at  cure.  You  will  only  bother  your  patient,  make 
her  a  valetudinarian,  and  do  her  harm,  by  further  persistence  in 
attempting  to  cure  a  disease  wliich  proper  treatment,  duly 
varied,  has  failed  to  remove.  The  treatment  is  modified  accord- 
ing to  the  nature  of  the  disease — according  to  its  acuteiiess.  In 
every  case  you  wish  rest ;  and,  no  doubt,  the  more  serious  a 
case  is,  the  more  strict  should  be  your  injunction  as  to  rest,  and 
in  bed.  Physiological  rest  can  only  be  obtained  very  imper- 
fectly, for  the  woman  must  menstruate,  and  that  is  an  interfer- 
ence with  physiological  rest.  In  married  women  there  are 
other  difficulties  which  do  not  require  to  be  described.  In 
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many  cases  the  use  of  leeches  applied  to  the  neck  of  the  woml) 
or  applied  over  the  inguinal  canal  is  very  valuable.  The 
medicines  most  relied  upon  are  corrosive  suljlimate,  iodide  of 
potash,  and  bromide  of  potash.  As  leeches  are  specially  useful 
in  the  acute  cases,  so  frequent  blisters  over  the  inguinal  ring  or 
in  that  region  are  valuable  in  the  chronic  cases.  Lastly,  it  has 
of  late  years  fj'equently  been  decided  to  spay  women  in  this 
disease ;  and  many  cases  of  the  operation  are  recorded.  That 
operation  is  still  sichjudice.  Most  gyniecologists  say  that  it  is 
condemned  already,  but  upon  it  I  reserve  my  opinion.  Only  I 
may  say  that  I  anticipate  that  the  danger  of  it  will  always  be 
out  of  jDroportion  to  the  gravity  of  the  disease. 


LECTUEE  XXV. 

ON  PERIMETRITIS  AND  PARAMETRITIS. 

Lately  I  told  you  that  procidentia  of  the  womb  is  purely 
mechanical,  as  much  so  as  a  dislocation  of  the  shoulder  or  a 
hernia.  Now,  the  subject  upon  which  I  am  to  lecture  is  in- 
flammation in  the  neighbourhood  of  the  womb,  and  I  begin  by 
telling  you,  what  I  shall  almost  immediately  afterwards  partially 
contradict,  that  this  disease  is  purely  vital.  Although  it  would 
be  well  worth  our  while,  yet  it  is  not  at  present  a  proper 
subject,  to  enter  upon  the  great  question  implied  in  vitalistic 
doctrine,  which  has  been  very  extensively  discussed  in  this 
hospital,  a  discussion  in  which  very  great  men  have  taken  part — 
for  instance,  Abernethy,  Lawrence,  and  still  more  recently.  Sir 
James  Paget.  I  shall  only  say  that  I  call  this  inflammatory 
.disease  vital,  not  because  I  adopt  vitalistic  doctrines  in  their 
full  extent.  The  whole  tendency  of  my  scientific  thoughts  is 
against  vitalistic  doctrines.  I  believe  the  time  will  come  when 
nearly  all  the  diseases  peculiar  to  women  will  be  explained 
by  a  transcendental  physics  including  chemistry.  But  that 
time  is  very  far  distant,  and  I  dismiss  this  subject,  merely 
remarking  that  the  disease  which  we  are  about  to  discviss  is 
vital  in  contradistinction  to  procidentia,  which  is  rudely 
mechanical. 

Time  will  allow  me  to  dip  only  superficially  into  our  subject. 
In  medicine  and  surgery  inflammation  is  the  most  important  of 
all  the  morbid  processes.  So  it  is  in  gynaecology.  Let  us  take 
two  inflammations— one,  parametritis ;  and  one,  perimetritis. 
There  are  many  cases  of  the  kind  in  my  wards  at  the  present 
time.  Indeed,  inflammations  of  the  genital  organs  are  the 
stock-in-trade  of  the  gynaecologist.  There  is  no  doubt  they  are 
by  far  the  most  prevalent  and  the  most  important  uterine 
diseases.    In  the  womb,  as  in  all  other  organs,  the  great  causes 
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of  inliammation  are  injury  and  cold.  It  is  difficult  to  decide  in 
most  cases  which  is  the  more  potent;  frequently  they  are 
combined,  and  you  can  easily  understand  the  combination  and 
the  commonness  of  the  disease  when  I  tell  you  that  these  in- 
flammations very  frequently  follow  menstruation,  miscarriage, 
and  delivery  at  full  term.  You  can  easily  imagine  the  tremen- 
dous influence  of  exposure  to  cold  after  the  injuries  implied  in 
the  last  of  these  processes. 

The  next  point  upon  wliich  I  must  say  a  few  words,  in  order 
to  lead  the  way  to  the  cases,  before  us,  is  the  nomenclature. 
Tliis,  if  I  liad  time  to  give  it  fully,  would  be  to  a  great  extent 
the  history  of  our  knowledge  of  the  diseases.  When  we  speak 
of  inflammation  localized  in  individual  organs,  we  speak  of 
inflammation  of  the  womb  or  metritis,  inflammation  of  the  tubes 
or  salpingitis  (a  disease  almost  unknown — our  scanty  knowledge 
being  chiefly  derived  from  the  dissecting  room),  and  lastly,  in- 
flammation of  the  ovaries  or  ovaritis.  The  subjects  of  my 
lecture  are  perimetritis  and  parametritis,  and  you  must  not 
suppose  that  they  are  separate  from  the  three  diseases  I  have 
just  mentioned.  They  are  merely  so  on  account  of  our  too 
frequent  ignorance  of  their  origin.  They  are  not  separated 
theoretically,  but  for  the  purpose  of  clinical  teaching.  Suppose  ^ 
you  were  to  put  a  tangle  tent  into  the  uterus  of  a  woman 
without  any  precaution,  leaving  it  there  for  days  ;  in  all  proba- 
bility it  would  give  rise  to  perimetritis  or  parametritis.  There 
would  be  pain  and  tenderness,  &c.,  and  you  would  diagnose  one 
or  other  of  these  diseases.  It  is  not,  however,  an  inflammation 
around  the  womb  merely,  but  also  inflammation  of  the  womb 
itself,  although  the  only  tangible  evidence  you  can  get  is  of  peri- 
or  of  para-metritis,  not  of  metritis  proper.  This  nomenclature, 
therefore,  is  chiefly  nosological  or  practical,  and  not  pathological 
or  scientific.  Perimetritis  is  very  frequently  spoken  of  as 
pelvic  peritonitis.  A  very  common  term  for  parametritis  is 
pelvic  cellulitis — an  objectionable  name,  although  it  is  very 
much  used. 

The  next  point,  before  coming  to  the  cases  themselves,  is  to 
beg  you  to  dismiss  from  your  minds  two  errors  in  regard  to 
these  diseases  :  and,  if  they  have  not  entered  your  minds  already, 
to  keep  them  away.    The  first  of  these  is  the  notion  that  these 
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three  diseases— metritis,  salpingitis,  and  ovaritis-are  rare, 
especially  in  unmarried  women,  or  women  apart  from  the  acci- 
dents of  pregnancy.  This  was  a  very  prevalent  idea,  and  the 
causes  of  error  are  very  easily  found.  First,  is  the  neglect  of 
the  proper  method  of  study  of  these  diseases.  One  of  the  most 
respected  teachers  in  London  long  ago  described  a  disease  which 
was  for  a  long  time  known,  or  supposed  to  be  known— namely, 
irritable  uterus.  This  is  embalmed  in  the  minds  of  all  the  old 
doctors  now  living.  We  might  as  well  talk  of  an  irritable  nose, 
or  an  irritable  tongue.  I  never  saw  an  irritable  uterus  of  the 
kind  referred  to.  No  disrespect  to  the  great  Dr.  Gooch :  his  day 
is  past,  as  mine  will  be  ere  long.  About  thirty  years  ago  young 
ladies  frequently  had  spinal  irritation.  What  that  was  I  do  not 
know.  The  expression  lived  in  my  day:  it  is  now- dead  as 
irritable  uterus. 

Great  improvements  have  arisen  from  touching  everything 
and  looking  at  everything.    By  these  means  we  are  enabled  to 
recognise  metritis  and  ovaritis  as  far  from  rare,  apart  from 
pregnancy.    But  we  recognise  in  unmarried  women,  and  in 
women  apart  from  the  accidents  of  pregnancy,  metritis  or 
ovaritis  proper,  comparatively  seldom.    We  find  the  evidence 
of  these  disease  having  originally  existed  in  perimetritis  and 
parametritis.    This  is  what  you  must  understand.    In  our 
much  used  textbooks,  at  one  part  we  find  metritis  and  ovaritis, 
and  quite  in  another  part  parametritis  or  pelvic  cellulitis,  as  if 
it  were  a  totally  distinct  disease,  which  it  is  not.    It  would  be 
the  same  error  to  describe  a  bubo  as  an  abscess,  or  suppuration 
of  the  cellular  tissue,  and  nothing  more  :  whereas  it  is  orginally 
an  inflamed  gland.  Suppose  we  pass  a  catheter  into  the  urethra 
of  a  man  suffering  from  a  stricture ;  this  may  give  rise  to  a 
perineal  abscess.  Inflammation  of  the  strictured  portion  spreads 
to  the  surrounding  parts.    So  it  is  with  inflammation  of  the 
uterus.    The  effusion  and  suppuration  take  place  in  the  neigh- 
bourhood.   The  whole  heart  may  be  inflamed  ;  but  the  outer  or 
inner  membrane,  the  pericardium  or  endocardium,  shows  the 
inflammation  most. 

Again,  up  to  lately  we  almost  never  heard  of  perimetritis  or 
pelvic  peritonitis,  only  of  parametritis  or  pelvic  cellulitis,  or  of 
pelvic  abscess.    All  these  inflammations  or  abscesses  were  sup- 
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posed  to  be  iu  the  cellular  tissue.  Perimetritis  was  almost 
unknown. 

This  great  improvement— the  discovery  of  the  frequency  of 
perimetritis— we  owe  to  Bernutz,  a  I'arisian  physician  still 
living.  This  increase  of  knowledge  and  of  our  beneficent 
powers  was  not  only  made  good  for  perimetritis,  but  also  for  a 
a  closely  related  disease,  hajmatocele.  In  all  my  early  life  I 
never  heard  of  such  a  disease,  and  when  I  heard  of  it,  it  was 
only  as  an  effusion  of  blood  into  the  cellular  tissue,  like  a 
great  black  eye  or  hsematoma.  ,  Bernutz  showed  that  the  great 
majority  of  large  and  grave  hiematoceles  and  pelvic  abscesses 
are  not  iu  the  cellular  tissue,  but  in  the  peritoneum.  Bear 
this  iu  mind.  I  do  not  say  the  great  majority  of  htematoceles 
and  pelvic  abscesses;  but  the  great  majority  of  grave  and 
large  hreniatocles  and  pelvic  abscesses. 

The  last  point  I  shall  mention  in  this  connection  is  the 
commencement  of  our  knowledge  of  induration  around  the 
womb.  The  man  who,  long  before  Bernutz,  made  this  dis- 
covery, was  Doherty,  who  afterwards  became  Professor  of 
Midwifery  in  Galvvay,  now  dead.  This  was  the  foundation 
of  future  progress.  Doherty  knew  nothing  of  the  distinc- 
tion between  perimetritis  and  parametritis.  He  merely  recog- 
nized pelvic  indurations.  "  Hard  as  a  board,"  were  the  words 
he  used,  and  they  are  still  employed.  He  knew  that  these 
were  inflammations,  and  not  necessarily  abscesses,  and  this  is 
a  point  of  great  importance  in  the  pathology  of  this  part  of 
the  body. 

Doherty  began  a  series  of  investigations  which  have  ended  in 
this — that  there  may  be  two  kinds  or  degrees  of  parametritis. 
The  first  is  sometimes  called  phlegmon,  to  distinguish  it  from 
suppuration,  or  abscess.  The  term  inflammatory  induration  is 
generally  applied  to  the  former.  Suppose  you  have  a  little  boil 
on  the  hip,  it  will  be  surrounded  by  an  extensive  inflammatory 
induration,  perhaps  as  big  as  a  saucer.  This  is  the  same  kind 
of,  change  as  takes  place  around  the  womb,  from  inflammation 
which  begins  in  its  structure.  Should  an  intra-iiterine  pessary 
be  inserted,  without  proper  care  being  taken,  and  should  the 
patient  be  seen  a  week  afterwards,  probably  instead  of  finding 
everything  soft  and  movable  around  the  cervix,  a  tender  hard- 
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ness  may  be  found  around  the  womb,  to  use  Doberty's  words, 
"as  bard  as  a  board"— tbat  may  be  parametritis.  Tbat  this 
may  also  be  perimetritis  was  the  great  discovery  of  Bernutz. 

The  himps  produced  by  perimetric  inflammation  and  adhe- 
sions were  generally  mistaken  till  his  time.  I  remember  a  case 
diagnosed  as  a  fibrous  tumour  of  the  uterus,  a  rounded  hard 
mass,  as  big  as  a  child's  head,  above  the  brim  of  the  pelvis,  very 
slightly  tender,  fixing  the  uterus.  The  young  lady  died,  and  at 
the  post-mortem  examination  it  was  found  that  there  was  no 
fibrous  tumour  at  all.  It  was  adhesive  perimetritis— a  packet 
of  coherent  intestines,  which  formed  a  hard  mass,  and  had  led 
to  the  deception  of  eminent  and  experienced  gynecologists. 
When  perimetritis  without  suppuration  occurs,  the  ovaries  and 
intestines  and  broad  ligaments  and  parietal  pelvic  peritoneum 
become  glued  together,  forming  a  hard  tumour.  All  this  peri- 
metric swelling  may  ere  long  be  dissipated,  like  snow  off  the 
streets,  just  as  often  happens  with  parametric  phlegmon. 

Some  points  in  the  history  of  a  common  pelvic  swelling  from 
perimetritis  or  parametritis  are  remarkable ;  and  best  seen  or 
taught  in  a  parametritis.  Let  us  take  a  parametritis  sinistra. 
When  growing  or  at  its  height,  the  swelling  is  tender,  bulging 
or  convex,  pushing  the  immovable  womb  to  the  right  or  healthy 
side.  As  the  inflammation  fades,  the  swelling  is  less  tender, 
flattens,  and  the  womb  still  fixed,  is  less  displaced  to  the  right. 
When  the  inflammation  is  gone,  the  swelling  is  gone,  and  tender- 
ness is  gone,  but  concave  hardness  is  felt  fixing  or  nailing  the 
womb,  much  displaced  to  the  left,  to  the  region  between  the 
plane  of  the  left  ischium  and  left  sacro-iliac  synchondrosis.  In 
this  state  of  matters  the  woman  declares  herself  quite  well,  and 
her  pulse  and  temperature  chart  confirm  her  statement,  not  till 
now.  But  the  case  is  not  finished.  The  indurated  concave 
hardness  fixing  the  uterus  has  to  become  soft;  and,  as  it 
becomes  soft,  the  uterus  regains  mobility  and  its  natural  situa- 
tion. This  progressive  softening  may  be  impeded  or  arrested 
by  imprudent  modes  of  life. 

We  now  come  to  two  cases,  and  with  these  I  must  be  brief. 
The  first  is  a  very  interesting  one.  I  will  go  over  the  most 
important  points  in  it. 

A.  M.,  confined  naturally ;  seven  days  afterwards  was  unable 
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to  pass  water,  and  had  a  shivering  fit.  This  was  the  commence- 
ment of  the  disease,  and  it  occurred  five  months  before  her 
admission  to  the  ward.  It  was  a  case  of  parametritis.  Observe 
what  a  chronic  disease  this  may  be,  and  you  will  see  it  is  liable 
to  relapses.  On  the  tenth  day  the  patient  became  better,  and 
left  her  bed,  but  she  never  got  rid  of  the  pain  in  the  left  iliac 
region,  which  came  with  the  shivering.  In  a  fortnight's  time 
she  was  worse  than  ever ;  then  again  she  got  a  little  better,  but 
subsequently  her  symptoms  became  more  severe;  and  when 
she  came  to  the  ward,  what  did  we  find  ?  The  uterus  was 
displaced  a  little  to  the  right  side— you  will  remember  the  pain 
was  in  the  left — and  from  the  neck  of  the  womb  to  the  wall  of 
the  pelvis  on  the  left  side  the  roof  of  the  vagiua  was  "  hard  as  a 
board."  The  uterus  fixed.  "Why  did  we  call  this  parametritis  ? 
Chiefly  because  we  felt  no  mass,  simply  a  hard,  tender  surface. 
If  it  had  been  perimetritis  we  should  have  felt  a  mass  by  bi- 
manual examination,  a  packet  of  intestines  and  tube,  &c., 
matted  together.  What  we  did  find  was  such  hardness  as 
occurs  around  a  boil  or  inflamed  gland.  Again,  had  it  been 
perimetritis  there  would  have  almost  certainly  been  tenderness 
on  pressure  in  the  left  groin  ;  and,  lastly,  if  it  had  been  perime- 
tritis there  would  not  have  been  a  flat  surface  extending  to  the 
bone  on  a  side,  but  a  somewhat  shaped  tumour  in  the  roof  of 
the  vagina  and  probably  behind  the  .uterus.  One  evidence  of 
the  correctness  of  the  diagnosis  is  that  if  the  woman  be 
examined  to-day,  it  will  be  found  that  the  induration  has  almost 
entirely  disappeared,  and  that  the  cervix  is  close  to  the  affected 
side  of  the  pelvis,  as  if  the  uterus  was  adherent  near  the  left 
sacro-iliac  synchondrosis.  By-and-by,  we  expect,  it  will  get 
again  mobile. 

Now,  a  few  words  about  a  still  more  important  case — a 
woman  who  for  a  long  time  swam  for  her  life,  having  had  an 
attack  of  pyaemia  in  the  course  of  her  recovery  from  a  peri- 
metric abscess.  This  was  of  the  most  frequent  kind,  sometimes 
called  retro-uterine,  because  it  has  the  same  relation  to  the 
uterus  as  a  hsematocele,  such  as  has  been  described  as  retro- 
uterine h£ematocele  by  ]Sr(^laton  (and  it  is  often  difi&cult  to 
diagnose  the  one  from  the  other). 

In  the  case  of  which  we  are  speaking,  there  was  an  enormous 
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mass  which  pushed  clown  into  Douglas's  space,  driving  the 
uterus  against  the  symphysis  pubis,  and  extending  upwards  as 
far  as  the  umbilicus,  displacing  the  bowel?,  so  that  it  felt  like  a 
aravid  uterus  at  the  sixth  month.  The  patient  was  a  char- 
woman. She  became  suddenly  ill,  and  had  to  leave  her  work. 
The  same  night  she  felt  intense  pain  in  the  left  iliac  region. 
This  was  seven  weeks  before  she  came  into  the  hospital.  There 
was  no  remembrance  of  rigor.  A  fortnight  after  the  attack  a 
lump  was  felt  in  the  abdomen,  which  gradually  increased  till 
it  reached  the  enormous  size  described.  The  diagnosis  was 
arrived  at  from  its  history,  its  size,  its  position  displacing  the 
uterus  and  bowels,  and  its  great  tenderness.  The  abscess 
burst  into  the  bladder,  and  torrents  of  pus  passed  through  it ; 
pyzemia  then  occurred.  She  became  dangerously  ill,  but  is  now 
nearly  well.    The  lump  has  entirely  disappeared. 

"What  was  the  treatment  of  both  cases  ? — Antiphlogistic. 
The  same,  without  entering  on  minutite,  as  for  inflammation 
of  any  other  region.  The  most  important  element,  however, 
in  the  treatment  was  lying  in  bed,  a  remedy  of  more  value  in 
such  cases  than  all  other  medicines  or  drugs  put  together.  This 
was  all  that  was  prescribed  in  the  first  case.  In  the  second, 
surgical  means  would  have  been  adopted  had  not  the  abscess 
burst  into  the  bladder.  The  treatment,  therefore,  was  lying  in 
bed.  The  proper  use  of  the  knife  is  extremely  restricted,  so 
much  so  that  many  of  the  greatest  gynsecologists  say  that  these 
abscesses  never  should  be  opened.  This,  however,  I  believe  to 
be  a  mistake.  Had  the  disease  lasted  longer  in  the  second  case 
without  discharge  of  pus,  I  should  certainly  have  proceeded  to 
evacuate  it  by  an  incision  per  vaginam. 


LECTURE  XXVI. 


ON  KINDS  OF  PEEIMETRITIS. 

The  diseases  to  be  now  considered  are  varioxis  forms  of  internal 
inflammation.  That  pathological  condition  is  the  cause  of  the 
most  frequent,  and  therefore — and  for  other  reasons — the  most 
important  diseases  of  women.  Inflammations  not  of  distinct 
organs,  as  of  the  uterus  or  of  the  ovaries,  are  divided  into  two 
sets — perimetric  and  parametric.  To-day  we  consider  inflam- 
mations in  the  former  category.  When  I  say  "  inflammations 
not  of  special  organs,"  I  do  not  wish  you  to  understand  that 
inflammation  of  special  organs,  as  ovaritis  or  metritis,  has 
nothino-  to  do  with  the  diseases  under  consideration ;  for, 
although  we  speak,  for  example,  of  metritis  and  of  perimetritis 
separately,  yet  the  metritis,  or  it  may  be,  ovaritis,  is  frequently 
the  cause  of  the  perimetritis,  and  error  as  to  the  frequency  of 
inflammation  of  special  female  organs  arises  from  neglecting 
this  circumstance. 

There  are  three  kinds  of  perimetritis — adhesive,  serous, 
purulent.  Of  these  three  the  purulent  is  the  most  impor- 
tant, including,  as  it  does,  a  large  number  of  what  are  called 
pelvic  abscesses;  but  of  the  purulent  form  I  have  no  time 
to  say  anything  at  present.  There  may  be  another  kind  of 
perimetritis  characterized  by  dryness  and  slight  roughness  of 
the  peritoneum;  but,  from  the  deep  position  of  Douglas's 
space  in  the  body,  this  form  of  inflammation  has,  so  far  as 
I  know,  never  been  recognised  in  this  situation.  It  is 
common  in  cases  of  uterine  fibroid  and  in  cases  of  ovarian 
dropsy,  and  is  easily  made  out  by  friction,  being  both  felt 
and  heard.  It  often  lasts  for  a  long  time,  and  does  by  no 
means  always  end  in  producing  adhesions. 

Adhesive"  perimetritis  is  almost  certainly  second  in  point 
of  frequency  among  the  diseases  of  women ;  tlie  first  position 
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being  lield  by  uterine  cervical  catarrh.  In  i30st-mortem 
examinations  of  women  no  pathological  condition  is  more 
frequently  discovered  than  adhesions  between  the  internal 
genital  organs  and  neighbouring  parts,  especially  about  the 
ovary.  The  disease  is  generally  characterized  by  very  little, 
or  by  complete  absence  of,  pain ;  it  is  generally,  not  always, 
narrowly  limited  in  extent ;  and  generally,  so  far  as  the  life 
of  the  patient  is  concerned,  it  is  of  little  importance.  Per- 
sistent adhesions  are  sometimes  the  cause  of  aching  or  more 
decided  pain,  as  John  Hunter  knew ;  but  then  persistence  is 
a  somewhat  rare  occurrence.  Adhesions  in  this  situation  are 
gradually  worn  away  and  removed,  just  as  they  are  when  in 
the  pleura  or  in  the  pericardium ;  and  about  the  womb,  the 
same  filmy  or  stringy  adhesions,  sometimes  of  great  length,  are 
not  rarely  observed,  just  as  they  are  observed  in  post-mortems, 
in  the  pleural  cavity  or  in  the  pericardial.  At  length  all  these 
adhesions  disappear.  The  upward  and  downward  movements 
of  the  viscera  rub  them  all  away.  They  persist  longest,  and 
may  be  never  removed  about  the  ovary,  and,  when  persistent 
there,  they  connect  the  ovary  with  the  neighbouring  tube  and 
broad  ligament ;  and  you  can  easily  understand  why  they  are 
not  removed  there,  for  the  mechanism  of  their  removal  is 
absent,  there  being  produced  by  inspiration  and  expiration  no 
movement  of  the  ovary  upon  the  parts  to  wliich  it  remains 
persistently  adherent.  It  is  only  in  rare  cases  that  uterine 
adhesions  remain,  either  getting  so  organized  as  to  resist  the 
mechanism  of  their  removal,  or  being  so  perfectly  fixed  as 
never  to  be  subjected  to  it.  An  instructive  illustration  of  this 
disease  in  its  early  stage  was  lately  seen  in  the  post-mortem 
theatre.  The  case  was  one  of  malignant  disease  of  the  cavity 
of  the  uterus,  and  solution  of  perchloride  of  iron  had  been 
injected  into  it.  The  woman  died  within  two  days  afterwards. 
She  had  no  complaint  of  pain  in  the  region  of  the  womb,  but 
she  had  perimetritis — the  characteristic  adhesive  perimetritis 
confined  to.  the  peritoneum  of  Douglas's  space.  The  report  of 
the  autopsy  says — "  The  posterior  surface  of  the  uterus  and 
Douglas's  space  were  injected  and  covered  with  a  thin  layer  of 
recent  lymph." 

Before  I  leave  this  kind  of  perimetritis  I  must  remark  upon 
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its  recent  and  insufficient  recognition,  and  tliis  arises  chiefly 
from  the  circumstance  that  the  professional  mind  connects 
with  peritonitis  high  fever,  vomiting,  and  intense  pain.  An 
adhesive  perimetritis  frequently  occurs  without  any  strildng 
symptoms  at  all— indeed,  generally.  It  produces  fixation  of 
organs  and  the  feeling  of  solid  lumps  in  the  pelvis ;  and  these 
feelings  have  hitherto  proved  a  fertile  source  of  error. 

You  will  be  astonished  at  the  great  size  of  the  lump 
produced  by  a  perimetritis  without  effusion  of  serum  or  of  pus, 
and  without  involving  a  packet  of  bowels.  Douglas's  pouch 
may  become  a  mass  as  big  as  a  large  egg.  Illustrating  this 
you  may  recall  a  case  of  a  thin- walled  cyst  of  a  labium  lately 
in  "  Martha."  Wlien  empty  and  held  between  the  fingers  the 
two  layers  of  wall  of  the  cyst  and  the  two  layers  of  skin  were 
little  thicker,  all  combined,  than  a  sheet  of  paper :  when 
inflamed,  the  cyst  being  empty  and  open,  the  thickness  was 
fully  an  inch. 

Before  I  leave  this  subject  I  must  say  a  few  words  regard- 
ing a  case  which  has  just  been  dismissed  from  "Martha."  In 
this  case  the  adhesive  perimetritis  was  produced  by  the  use  of 
pessaries — a  not  unfrequent  cause  of  the  disease.  The  case 
illustrates  well  the  physical  conditions  and  the  rapidity  with 
which  evidence  of  the  disease  may  disappear.  At  the  end  of 
the  case,  you  will  observe  the  contrast  with  the  description  of 
the  beginning,  there  being  only  left  a  little  tantness  on  one 
side,  no  doubt  the  result  of  adhesion  still  persistent  in  that 
situation.  You  will  remark  also  how,  as  improvement  went 
on,  a  lobulated  feeling  supplanted  the  previous  more  uniform 
surface,  the  disappearance  of  the  diffused  inflammatory  swelling 
allowing  the  forms  of  the  organs  to  be  felt. 

Mrs.  C,  aged  twenty-four,  married  for  three  years,  had  a 
child  a  year  before  admission,  and  a  miscarriage  seven  months 
thereafter.  Menstruation  is  copious,  painful,  and  lasts  a  week. 
Micturition  has  been  painful  for  the  last  fortnight.  Teels  and 
looks  ill.  Temperature  99-6°.  Complains  of  pain  and  tender- 
ness in  the  lowest  part  of  the  abdomen,  chiefly  on  the  left  side. 
This  she  has  had  more  or  less  for  three  years,  and  she  has 
worn  a  large  number  of  instruments  for  "  bent  womb."  Latterly 
she  has  been  so  much  worse  as  to  seek  refuge  in  the  hospital. 
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Per  hypogastriimi  tender  liardness  can  be  felt  occupying  the 
brim  of  the  pelvis.  The  cervix  nteri  is  in  its  natural  situation, 
and  all  around  it,  especially  posteriorly,  is  dense,  uniform, 
tender,  hardness  extending  to  near  the  bony  brim  and  producing 
fixation  of  all  the  organs  and  parts  in  this  situation.  The 
uterus  is  natural  in  position,  and  there  is  no  special  tenderness 
of  its  interior.  She  was  ordered  to  have  moderate  diet,  to  be 
confined  to  bed,  to  have  hot  cataplasms  to  the  hypogastrium, 
and  to  have  the  bowels  regulated.  Under  this  treatment  she 
gradually  improved,  losing  all  pain  and  tenderness.  After 
nine  days'  confinement  in  bed,  examination  discovered  great 
diminution  of  the  tenderness  of  the  bard  and  fixed  parts  ;  there 
was  a  lobulated  feeling  in  the  hardness,  the  organs  being  felt 
through  it ;  and  the  uterus  was  nearer  to  the  sacrum.  After 
sixteen  days'  confinement  in  bed,  the  hardness  was  no  longer  to 
be  felt  per  hypogastrium.  Per  vaginam  the  uterus  could  be 
made  out,  somewhat  anteverted  ;  its  cervix  adjoining  the  upper 
part  of  the  sacrum.  It  is  easily  displaceable,  and  no  adhesion 
can  be  made  out  except  on  the  right  side,  where  there  is  taut- 
ness  produced  by  removing  the  uterus  from  it.  She  feels  now, 
and  looks  well. 

I  now  come  to  consider  Serous  Perimetritis.  This  form 
of  the  disease  is  very  uncommon,  at  least  in  a  well-marked 
form.  In  an  imperfect  clinical  form  it  is  frequently  observed 
in  the  post-mortems  of  cases  where  there  has  been  peri- 
tonitis ;  there  being  found,  under  sucli  circumstances,  ad- 
hesions at  one  part  and  little  collections  of  serum  at  another. 
Such  collections  may  be  numerous,  and  some  of  them  may 
be  of  pus,  not  of  serum.  The  serous  perimetritis  that  I  am 
now  speaking  of  resembles  purulent  perimetritis  or  pelvic 
abscess  in  every  respect  except  the  slighter  degree  of  the 
symptoms  of  suppuration.  Its  special  character  is  only,  so 
far  as  I  know,  recognizable  by  evacuating  the  cavity.  This 
is  done  according  to  the  same  surgical  plans  as  in  cases  of 
purulent  perimetritis  or  pelvic  abscess ;  and  when  it  is  done, 
the  peculiar  nature  of  the  disease  is  discovered,  serum  being 
withdrawn  instead  of  pus.  Analogous  collections  of  serum 
are  more  frequently  observed  in  the  pleura  than  in  the 
hypogastrium  ;  in  the  latter  situation  they  are  undoubtedly 

Q  2 


228 


ON  KINDS  OF  PERIMETRITIS. 


rare.    In  the  first  case  which  I  shall  read  to  you,  the  disease 
was  characteristically  retro-uterine,  the  tumour  filling  the 
pelvis,  and  bulging  downwards  in  a  manner  often  compared 
to  a  stage  of  progress  of  the  foetal  head,  filling  the  pelvis. 
This  retro-nterine  position  is  common  in  htematoceles.    In  a 
well-marked  case  you  have  to  press  the  finger  between  the 
swelling  and  the  symphysis  pubis  in  order  to  reach  the 
cervix  uteri,  which  is  displaced  forwards  and  upwards.  So 
it  was  in  the  case  that  I  shall  read.    This  forcing  of  the 
finger  you  have  also  to  do  in  some  uterine  and  ovarian 
tumours,  and  in  retroversion  of  the  gravid  uterus ;  and  it  is 
well  to  keep  these  facts  in  mind.    The  case  was  supposed  to 
be  an  abscess,  and  it  was  resolved  to  open  it  behind  the 
cervix  uteri.     The  finger  was  applied  to  feel  if  any  artery 
was  pulsating  at  the  point  of  selection  in  the  mesial  line. 
This  point  is  taken  in  order  to  ensure  entering  the  expanded 
Douglas's  space.     Here,  in  a  healthy  woman,  the  peritoneum 
comes  in  apposition  with  the  roof  of  the  vagina ;  but  I  would 
not  warrant  that  you  would  puncture  Douglas's  space  with 
any  certainty  in  a  healthy  woman,  for  the  extent  of  vaginal 
roof  covered  by  peritoneum  is  then  very  small;  but  when 
Douglas's  space  is  expanded  by  being  filled  with  serum,  pus, 
or  blood,  which  are  detained  there  by  adhesions  formed 
above,  enclosing  the  serum,  and  pushing  it  downwards  into 
the  pelvis  to  a  greater  or  less  degree,  then  there  is  no  diffi- 
culty.     If  you  are  sure  of  the  nature  of  your  case,  and  of 
the  need  for  interference,  you  plunge  your  knife  into  the 
point  of  selection,  and  the  fluid  flows.     Now  for  the  first 
case. 

Mrs.'  B.,  married  four  years,  had  one  child  four  months 
ago;  no  miscarriages.  About  a  month  after  her  confine- 
ment she  began  to  have  pain  in  the  hypogastrium,  and 
shortly  afterwards,  pain  and  difficulty  in  micturition,  and 
constipation.  On  April  4th  she  was  admitted  to  "  Martha." 
Her  bowels  then  had  not  been  opened  for  a  week.  They 
acted  freely  after  a  dose  of  castor  oil.  Temperature  in 
morning  lOO'S",  in  evening  ior6°  The  lower  part  of  the 
abdomen  is  occupied  by  a  hardness,  somewhat  tender,  nearly 
of  the  shape  and  size  of  a  four-months'  gravid  uterus, 'but 
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not  of  the  same  feeling.  There  is  comparative  diihiess  on 
percussion  over  it.  The  pelvis  is  occupied  by  a  globular 
elastic  mass.  The  cervix  uteri  is  with  difficulty  reached  by 
pressing  the  finger  between  this  mass  and  the  pnbes.  The 
uterus  is  above  the  pubes.  The  probe  passed  into  it  enters 
two  inches  and  a  half,  and  it  is  deflected  to  the  right  side, 
the  fundus  being  situated  about  four  inches  above  the  right 
Poupart's  ligament.  The  tumour  in  the  pelvis  makes  the 
perineum  bulge,  and  the  rectum  at  the  anus  is  partially 
everted.  The  tumour  was  opened  per  vaginam  by  incision 
in  the  mesial  line,  when  about  a  pint  of  slightly  turbid 
serous  fluid  escaped,  and  the  hypogastric  swelling  dis- 
appeared. Next  day  the  temperature  was  99*8°,  and  after- 
wards soon  normal.  Slight  bloodstained  discharge  went  on 
for  a  few  days.  Ten  days  after  the  opening  of  the  collec- 
tion there  was  to  be  found  only  induration  behind  the 
uterus,  which  was  fixed.  She  left  the  hospital  feeling  quite 
well. 

Local  peritonitis  of  any  kind,  or  perimetritis,  is  not  a 
rare  complication  of  a  uterine  fibroid  or  of  a  small  ovarian 
tumour ;  and  the  next  case  which  I  shall  read  to  you  is 
an  illustration  of  this  disease.  The  case,  I  admit,  is  not 
so  clear  as  the  one  just  related  to  you,  about  which  there 
could  be  no  doubt ;  but  I  have  scarcely  any  hesitation  as 
to  the  cause  of  the  conditions  in  the  large  serous  collection, 
whose  history  I  have  now  to  read.  There  was  never  any 
evidence  of  the  existence  of  a  special  sac  enclosing  the 
serum  ;  indeed,  the  whole  clinical  evidence  tallies  only  with 
the  presence  of  a  serous  perimetritis  of  an  extensive  kind. 
The  basis  of  the  disease  was,  no  doubt,  a  tumour  of  the 
pelvic  organs,  which  was  not  discovered  until  late  in  the 
history  of  the  case.  You  will  observe  that  during  its  progress 
the  urine  suddenly  became  albuminous,  and  bloody  stools 
were  passed.  These  occurrences  were  simultaneous  with 
diminution  of  the  serous  accumulation,  and  were  at  the 
time  supposed  to  arise  from  discharge  of  the  serum  through 
the  bladder  and  through  the  rectum.  This  is,  however, 
only  a  supposition.  I  am  indebted  to  Dr.  Church  for  this 
case,  having  been  consulted  by  him  repeatedly  in  regard  to  it. 
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L.  M„  a  virgin,  aged  eighteen,  healtliy  looking  and  well- 
nourished,  was  under  treatment  three  months  before  ad- 
mission for  pain  in  lier  right  side.  Nine  days  before 
admission  it  returned,  and  has  been  getting  worse  since,  and 
her  attention  has  been  drawn  to  a  swelling  in  the  lower 
belly Pulse  120;  temperatiire  101°.  The  lower  half  of 
the  abdomen  is  excessively  tender,  especially  on  the  right 
side,  and  it  is  occupied  by  a  large  tumour,  which  protrudes 
in  the  middle.  The  tumour  is  dull  on  percussion,  with  some 
resonance  in  the  flanks,  especially  in  the  left.  It  rises  to 
an  inch  above  the  umbilicus.  The  uterus  is  found  to  be 
low  down,  its  cervix  pointing  forwards.  The  roof  of  the 
vagina  is  not  hardened,  and  the  tender  swelling  above  can 
just  be  felt  through  it.  The  catamenia  are  regular,  profuse, 
not  painful.  ]\Iicturition  very  difficult.  The  day  after 
admission  she  was  tapped  by  Mr.  T.  Smith,  and  a  pint  of 
clear  brownish  serum  drawn  off ;  it  became  nearly  solid  on 
heating.  This  operation  relieved  her  pain.  The  day  after, 
pulse  100;  temperature  99°.  Eight  days  after  the  opera- 
tion, pain  and  fever  returned,  but  soon  subsided.  On  the 
ninth  day  after  the  operation,  the  urine  contained  pus  and 
albumen  (half).  In  a  week  afterwards  the  urine  was  again 
normal.  Two  days  after,  pus  and  albumen  were  again  found 
in  the  urine.  She  had  bloody  stools,  with  diarrhoea  for  a 
day.  All  this  time  the  tumour  was  gradually  diminishing. 
Seventeen  days  after  the  tapping  it  was  found  that  the 
abdominal  tumour  was  gone.  Dulness  in  the  hypogastrium 
extends  two  inches  upwards  from  right  Poupart's  ligament. 
The  uterus  is  high  up,  and  far  back  in  the  pelvis.  Above 
it,  in  front  of  it,  on  its  right  side,  and  just  accessible  by  the 
tip  of  the  examining  finger,  is  a  rounded  tumour,  of  the  size 
of  an  orange,  displaceable,  but  not  freely  mobile,  nor  pre- 
senting distinct  indications  of  connection  with  the  uterus. 
She  was  discharged  in  good  health. 

I  now  come  to  the  last  subject  of  this  lecture — Eemote 
Perimetritis.  This  kind  is  not  in  the  same  category  with 
adhesive,  serous,  and  purulent  perimetritis.  Each  of  these 
kinds  may  be  remote.  There  are  remote  inflammations  of 
serous  membrane,  well  known  in  female  pathology,  which 
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are  produced  through  or  in  connection  with  a  constitutional 
affection,  as  septicaemia.  The  remote  perimetritis  _  we  are 
now  considering  has  no  such  origin  or  history.  It  is  anaio- 
o-ous  to  the  remote  parametritis,  upon  wliich  I  hope  to  lecture 
soon  and  whose  history  is  better  known  than  that  of  remote 
perimetritis.  In  remote  perimetritis  the  inflammation  was 
at  one  time  continuous  with  the  pelvic  peritoneal  inflam- 
mation. The  pelvic  peritoneal  inflammation  may  have  dis- 
appeared while  the  inflammation  persisted  in  a  remote  region ; 
or  the  remote  inflammation  may  co- exist  with  the  persistent 
pelvic  peritonitis.  The  hest  example  I  have  ever  seen  of 
this  remote  perimetritis,  where  all  inflammation  of  the  uterus 
and  its  neighbourhood  had  disappeared,  occurred  in  one  of 
the  clinical  wards  of  the  Koyal  Infirmary  of  Edinburgh,  and 
I  was  called  to  it  by  the  late  Professor  Laycock.  The  his- 
tory of  the  case  showed  distinctly  that  the  peritoneal  in- 
flammation which  persisted  had  originally  been  part  of  an 
extensive  perimetritis  after  delivery.  When  I  saw  it  the 
uterus  was  mobile,  and  the  roof  of  the  pelvis  was  soft  and  not 
tender.  The  only  disease  was  a  rounded  swelling  containing 
fluid,  situated  below  the  navel,  and  to  the  left  side,  and  which 
produced  the  constitutional  symptoms  of  suppuration.  The 
prognosis  of  the  case  was  favourable,  and  it  ended  as  had  been 
predicted.  The  abscess  burst  into  the  intestinal  canal  and 
suddenly  disappeared,  leaving  behind  it,  and,  only  for  a  time, 
local  hardness. 

I  shall  conclude  my  lecture  by  giving  you  an  example 
of  remote  perimetritis,  coming  on  many  weeks  after  an  un- 
fortunate confinement  and  imperfect  recovery,  where  the 
inflaiimiation  extended  as  far  away  as  the  umbilicus, 
but  maintained  its  continuity  with  similar  inflammation  in 
the  roof  of  the  pelvis.  This  case  is  remarkable  for  many 
reasons.  It  is  rare ;  it  occurred  long  after  the  liability  to 
perimetric  attacks  following  delivery  had  ceased  to  be 
dreaded.  It  caused  severe  constitutional  symptoms,  but  the 
local  symptoms  were  of  the  slightest  kind ;  yet  the  physical 
examination  discovered  abundant  evidence  of  the  local 
disease.  The  patient  was  the  wife  of  a  physician,  and  was 
very  carefully  watched.     The  evidence  of  a  large  tumour 
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excited  great  alarm,  from  the  difficulty  of  being  satisfied  as 
to  its  exact  nature. 

The  history  of  its  origin  and  of  its  complete  disappearance 
leaves  no  room  for  entertaining  any  view  of  it,  other  than 
that  it  was  a  case  of  remote  adhesive  perimetritis.  The 
tumour  could  be  handled  freely,  and  in  every  part  of  it  there 
was  resonance  on  percussion,  I  here  give  you  only  a  sketch 
of  the  case. 

Mrs.  M.,  aged  thirty-six,  has  had,  since  her  marriage  at 
twenty  years  of  age,  nine  children  and  two  miscarriages,  and 
was  confined  on  May  25  of  her  tenth  child.    Had  htemor- 
rhage  beginning  an  hour  and  a  half  after  the  birth  of  her 
second  child  ;  labour  natiu^al.  Tenth  child  weighed  ten  pounds 
and  a  half.    After  the  birth  of  the  child  a  drachm  of  ergot 
was  adininistered.    Fever  supervened  on  the  second  day,  and 
was  subdued  by  the  liberal  use  of  salicylic  acid,  which  at  the 
same  time  produced  very  painful  symptoms.    On  the  tenth 
day  after  delivery  I  was  called,  and  found  her  feverish  and 
suffering  from  occasional  nausea.     The  uterus  was  large, 
rising  nearly  to  the  umbilicus,  but  not  tender;   the  lochia 
not  offensive.    Ergot  was  administered,  and  the  following 
day  a  rounded  decomposing  clot  of  blood  as  big  as  an  orange 
was   expelled.    The  uterus  gradually  assumed   its  proper 
dimensions.    She  suckled  her  child  till  near  the  end  of  the 
second  month.    About  this  time  she  went  out  driving  more 
than  once,  although  her  temperature  had  never  descended  to 
its  normal  condition.    Then  she  was  suddenly  seized  with  the 
perimetritic  disease.    It  was  announced  by  giddiness,  and 
severe  and  persistent  bilious  vomiting,  slight  acceleration  of 
pulse  ;  no  further  rise  of  temperature,  no  abdominal  pain  or 
tenderness.      Some    diarrhoea,    weakness,    prostration,  and 
emaciation,  came    on,    and   gradually  increased.  Professor 
Gairdner,  who  now  saw  her,  considered  her  disease  to  be 
an  indtstinctly  defined  swelling  in  the  hypogastric  region, 
the  result  of  an  inflammation  having  its  origin  in  the  pelvis. 
I  again  visited  her  on  the  sixty-seventh  day  after  her  con- 
finement.   The  whole  lower  half  of  the  abdomen  was  occupied 
by  an  ill-defined,  moderately  hard,  slightly  tender,  swelling, 
not  dull  on  percussion,  evidently  formed  by  the  matting 


ON  KINDS  or  PERIMETRITIS. 


233 


tocretlier  of  the  pelvic  viscera  and  superjacent  intestines  as 
fa?  as  the  level  of  the  umbilicus.  The  uterus  was  fixed, 
and  slightly  tender  hardness  surrounded  it.  She  was  kept 
in  bed,  and  the  abdomen  was  anointed  with  iodised  oil.  She 
slowly  recovered.  Before  six  weeks  had  passed^  from,  my 
visit,  the  temperature  had  resumed  and  maintained  a  normal 
condition,  Snd  she  began  to  put  on  flesh.  After  some  more 
weeks  no  trace  of  the  abdominal  tumour  could  be  discovered 
on  the  most  careful  examination.  Since  then  she  has  had 
another  child  without  any  trouble  or  alarm. 

A  perimetric  abscess  generally  comes  to  a  spontaneous 
termination ;  and,  as  you  might  expect,  if  you  consider  its 
anatomy,  it  generally  bursts  into  the  rectum,  a  ragged  opening 
being  formed  in  the  thinned  tissues,  being  enough  to  transmit 
a  cedar  pencil  or  your  little  finger.  But  a  perimetric  abscess 
is  often  far  from  being  a  simple  retro-uterine  collection ;  and  it 
may  burst  or  be  artificially  opened,  in  the  groin,  or  through 
the  vagina,  or  uterus,  or  bladder. 


LECTURE  XXVII. 


ON  KINDS  OF  PAEAMETRITIS. 

Paeameteitis,  or  inflammation  of  tlie  cellular  tissue  around 
or  in  connection  with  the  womb,  is  one  of  the  most  im- 
portant subjects  in  gyna3cology.  I  can  only,  in  accordance 
witli  the  cases  that  I  have  to  consider,  go  over  a  very  small 
part  of  this  great  subject.  Parametritis  may  begin  and  end 
during  pregnancy,  and  give  rise  to  great  difficulties  in  diag- 
nosis when  it  is  pelvic.  Of  this  I  have  seen  an  example. 
But  in  pregnancy  it  is  very  rare.  It  is  characteristically  a 
disease  of  the  puerperal  and  of  the  unimpregnated  states. 
There  is  a  kind  of  parametritis  which  I  do  not  consider  at 
all,  and  which  is  observed  in  cases  of  septicsemia  or  pyaemia, 
or  what  are  ordinarily  called  cases  of  puerperal  fever.  This 
parametritis  is  erysipelatous  in  its  nature ;  it  is  diffuse,  and 
it  is  not  in  its  general  characters  like  ordinary  inflamma- 
tion. There  are  pathologists  of  eminence  who  regard  all 
kinds  of  parametritis  as  essentially  the  same,  diflering  only 
in  degree.  In  the  meantime,  at  least,  I  do  not  hold  that 
view. 

The  kinds  of  parametritis  are  phlegmon,  abscess,  gan- 
grene ;  and  these  again  may  occur  in  different  forms.  You 
may  have  a  chronic  parametritis,  a  chronic  phlegmon,  ending 
in  the  production  of  indurations,  which,  when  cut  into, 
present  a  hard,  dense,  fibrous  structure,  the  interstices  of  the 
fibrous  tissue  being  filled  up  with  fat.  These  chronic,  hard, 
masses  are  most  frequently  observed  at  one  or  both  sides  of 
the  uterus.  They  sometimes,  maintaining  their  hardness, 
atrophy,  like  fibrous  tissue  the  product  of  inflammation  in 
other  situations,  and  may  produce  hydronephrosis  by  com- 
pression of  the  one  or  other  ureter  ;  as  well  as  fixation  of 
the  uterus  in  abnormal  positions. 
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Parametric  plilegmon  is  a  common  disease.  Like  all  forms 
of  parametritis,  it  is  the  most  frequent  in  the  close  neighbour- 
hood of  the  uterus,  and  especially  on  either  side  of  the  cervix, 
where  there  is  plenty  of  cellular  tissue  to  be  the  subject  of  the 
disease.  It  might  indeed,  and  perhaps  in  a  majority  of  cases, 
be  called  parauchenitis  instead  of  parametritis,  because  of  its 
proximity  to,  and  connection  with,  injuries  and  inflammations 
of  the  cervix.  But  a  parametric  plilegmon,  as  I  shall  presently 
explain  to  you,  may  be  remote ;  any  form  of  parametritis  may 
be  remote ;  and  my  lecture  to-day  is  chiefly  devoted  to  remote 
parametric  abscess.  Before  I  leave  the  subject  of  parametric 
plilegmon  I  shall  still  further  explain  to  you  what  it  is.  It  is 
that  kind  of  tender  swelling  and  hardening  of  cellular  tissue 
around  the  womb,  or  in  connection  somehow  or  other  with  the 
womb,  that  you  see  elsewhere,  around  an  inflamed  gland  or 
around  a  carbuncle  :  and  which,  when  the  inflammation  ceases, 
or  when  the  carbuncle  disappears,  melts  away,  without 
suppurating.  That  is  called,  in  the  case  of  the  uterus,  a  para- 
metric phlegmon :  it  is  very  common.  An  ovariotomist  occa- 
sionally, but  very  rarely,  sees  this.  In  the  post-mortem 
theatre  it  is  extremely  rare  distinctly  to  see  it,  for  it  is  not  a  fatal 
disease.  An  eminent  ovariotomist,  describing  parametritis,  not 
in  the  pelvis,  not  forming  a  pelvic  tumour  to  be  easily  reached 
by  the  finger  passed  into  the  vagina,  but  surrounding  the  brim 
of  the  pelvis,  uses  these  words  : — "  Looked  at  from  above,  the 
swelling  of  the  pelvic  soft  parts  was  such  that  three  fingers 
only  could  be  pushed  into  the  cavity,  instead  of  the  whole 
hand  with  a  big  sponge  in  it  as  is  usual."  Here  was  para- 
metric inflammation  in  a  woman  who  was  subjected  to  ovari- 
otomy, and  who  never  had  an  abscess ;  but  all  this  great  para- 
metric phlegmonous  swelling  disappeared,  just  as  the  great 
hard  swelling  around  a  carbuncle  disa^Dpears,  without  any 
suppuration. 

Parametric  abscess,  which  is  the  chief  subject  of  my  lecture, 
may  be  a  degenerated  or  an  advanced  phlegmon,  or  the  case 
may  be  one  which  has  run  on  to  suppuration  at  once ;  and  I 
shall  give  you  examples  of  these  courses  in  different  histories. 
But  I  have  said  that  it  was  chiefly  remote  parametric  abscess 
that  I  was  to  lecture  on,  and  this  leads  me  to  consider  the 
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subject  of  the  extension  of  parametric  inflammation — a  most 
important  subject  in  practice.  After  delivery,  for  example, 
or  after  a  surgical  operation  upon  the  uterus,  the  organ  gets 
inflamed ;  all  the  cellular  tissue  around  it,  especially  on  eacli 
side  of  it,  may  become  swollen,  hard,  and  tender.  The  mflam- 
niatiou  extends,  and  the  directions  of  its  extension  are  very 
important  for  you  to  know.  The  most  frequent  is  along  the 
pelvic  brim  towards  the  psoas  muscle,  and  further  on  towards 
the  kidney.  It  does  not  extend  downwards,  along  the  vagina, 
towards  the  vulva  or  ano-perineal  region.  It  rarely  goes  down 
the  thigh,  flowing  over  the  brim  of  the  pelvis  in  its  course, 
or  through  the  obturator  foramen,  but  it  frequently  passes  along 
the  round  ligament  to  the  inguinal  ring. 

Pelvic  abscess,  as  distinguished  from  pelvic  phlegmon, 
extends  frequently  downwards  into  the  thigh^  and  the  abscess 
finds  its  way  among  the  great  muscles  of  the  limb,  sometimes 
even  far  down.  An  abscess  may  spread  into  the  iliac  fossa. 
There  is  no  direction  in  which  it  may  not  spread,  except  down- 
wards into  the  anoperineal  region ;  but  I  believe  that  the 
phlegmon,  as  distinguished  from  abscess,  rarely  spreads,  except, 
as  I  told  you,  upwards  along  the  psoas  to  the  kidney,  or 
forwards  along  the  round  ligament  to  the  inguinal  canal. 

This  limitation  of  the  extension  downwards,  along  the 
vagina^  urethra,  or  rectum,  not  only  of  abscess  but  also  of 
inflammation  or  mere  phlegmon,  is  a  very  remarkable  fact  in 
pathology.  It  is  generally  ascribed  to  the  mechanical  obstacle 
or  restraint  by  the  pelvic  fascia,  and  it  is  good  to  keep  this  in 
mind ;  but  the  explanation  is  not  quite  satisfactory.  Eestraint 
by  a  fascia  is  more  easily  comprehended  as  against  infiltration  of 
pus  or  extension  of  abscess,  than  as  against  extension  of  mere 
inflammation.  Besides,  the  limitation  does  not  nearly  corre- 
spond to  the  place  of  the  fascia,  especially  posteriorly.  Anato- 
mists describe  the  fascia  as  connected  with  the  whole  middle 
line  of  the  anterior  surface  of  the  sacrum  and  the  inflammation 
does  not  come  so  low  as  the  tip  of  the  sacrum :  the  finger,  per 
rectum,  has  to  go  farther  than  that  to  reach  a  parametritis. 

Now,  these  spreadings  may  be  either  mechanical,  or,  what  we 
may  call  meantime,  vital.  The  mechanical  form  of  spreading 
some  ingenious  pathologists  have  very  wisely  tried  to  elucidate 
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experiment,  injecting  fluids  into  tlie  parametric  cellular 
tissue,  and  observing  how  the  fluid  goes,  to  find  out  if  that 
accounts  for  the  spreading  of  abscess  or  of  phlegmon.  These 
experiments  have  not  come  to  much,  and  I  shall  satisfy  myself 
to-day  by  giving  you  examples  of  the  two  kinds  of  spreading — 
examples  which,  I  think,  prove  that  there  are  two  kinds.  The 
spreading  of  inflammation  so  as  to  affect  the  inguinal  canal, 
and  the  disappearance  of  inflammation  everywhere  else  except 
in  the  ingxiinal  canal,  is  a  spreading  of  inflammation  which  I 
in  the  meantime  call  vital,  not  mechanical.     No  experiment 
has  ever  illustrated  the  running  of  parametric  fluids  along  the 
course  of  the  round  ligament.    I  take,  as  an  illustration  of  the 
mechanical  form  of  spreading,  the  advance  of  matter  down  into 
the  thigh.    That  appears  to  me  to  be  purely  mechanical ;  and 
one  reason  for  thinking  so  is  that  I  have  very  rarely  observed 
the  spreading  of  the  phlegmon  or  mere  inflammation  in  this 
direction.    I  have  often  observed  the  forcing  or  burrowing  of 
an  abscess  down  into  the  thigh,  and  that  is  purely  mechanical. 
The  matter,  not  finding  vent  otherwise,  in  some  cases  is  urged 
down  into  the  thigh,  and  sometimes  passes  round  the  head  of 
the  femur  and  gets  into  the  hip-joint,  and  so  produces  very 
dangerous  conditions.     Sometimes  it  passes  through  the  great 
sciatic  notch  into  the  buttock^  sometimes  it  follows  the  course 
of  an  obturator  hernia.    The  free  or  easy  progress  of  pus  in  a 
newly-found  route  sometimes  explains  the  diminution  of  an 
abscess  while  yet  not  opened,  either  spontaneoiisly  or  artifi- 
cially.   Of  this  an  illustration  occurred  lately  in  "  Martha." 
A  psoas  parametric  abscess  following  delivery  Avas  expected, 
after  much  delay,  to  open  spontaneously  in  tlie  groin.  Consul- 
tation was  held  with  Mr.  Smith  to  consider  the  desirability  of 
immediate  evacuation,  the  constitutional  symptoms  of  suppu- 
ration being  urgent ;  but  delay  was  decided  upon,  in  conse- 
quence of  the  depth  and  consequent  difficulty  of  reaching  the 
abscess.    Presently  the  prominent  part  of  the  abscess  grew 
smaller,  and  this  change  almost  shook  our  belief  in  the  diag- 
nosis ;  but  the  change  was  soon  explained  by  the  appearance 
of  signs  of  the  extension  of  the  abscess  through  the  obturator 
foramen  to  the  upper  and  inner  part  of  the  thigh. 

I  must  pass  now  from  the  consideration  of  these  two  forms 
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of  spreading — of  inflammation  and  of  al)scess— the  vital  form 
and  tlie  mechanical  form ;  and  I  will  give  you  an  illustration, 
that  occurred  in  "Martha"  not  long  ago,  of  inguinal  para- 
metritis. 

S.  S.,  aged  twenty-five,  has  had  three  children,  the  last  born 
four  weeks  and  four  days  before  her  admission  into  the  hospital. 
She  got  on  well  till  a  week  after  her  confinement,  when  she 
had  a  prolonged  rigor.  Shortly  after  this  a  lump  began  to 
appear  in  her  right  groin.  At  first  it  gave  her  little  trouble, 
and  a  fortnight  after  her  confinement  she  left  the  house.  Two 
or  three  days  after  this  exposure  the  lump  in  the  groin  began 
to  increase  and  be  very  painful.  On  admission  there  is  found, 
extending  from  near  the  right  anterior  superior  spine  to  the 
body  of  the  left  pubic  bone  a  prominent  pear-shaped  mass,  the 
smaller  end  being  near  the  iliac  spine.  It  feels  as  if  filled  with 
fluid.  At  its  broadest  it  is  two  inches  and  a  half,  measuring 
upwards  from  Poupart's  ligament.  The  uterus,  and  all  that 
can  be  felt  per  vaginam,  is  soft,  mobile,  and  healthy.  Only,  in 
the  right  anterior  quarter  of  the  pelvic  brim,  pressing  high  up, 
the  finger  meets  fulness,  produced  by  the  above-described 
swelling  as  it  overhangs  the  horizontal  ramus  of  the  right  pubic 
bone.  The  abscess  was  opened  with  antiseptic  precautions 
and  dressed.  The  finger,  introduced  into  the  cavity  of  the 
abscess,  found  it  to  be  limited  to  the  region  of  the  external 
swelling.  The  discharge  soon  dried  up,  and  the  patient  rapidly 
recovered. 

This  case  of  inguinal  parametritis  is  an  example  of  spread- 
ing to  the  inguinal  canal,  indisputably  vital.  When  she  was 
examined,  on  admission  to  the  hospital,  there  was  no  trace 
of  any  disease  about  her  womb.  The  disease  began,  as  you 
observe,  a  week  after  delivery,  and  remained  for  a  considerable 
time  evidently  in  the  state  of  a  phlegmon ;  and  then  she  went 
out.  The  effect  of  the  exposure  was  to  increase  the  inflamma- 
tion and  produce  suppuration.  It  was  an  inguinal  parametric 
abscess,  dependent  originally  upon  uterine  inflammation,  which, 
when  we  saw  her,  had  entirely  disappeared — a  remote 
parametritis. 

I  have  told  you  that  remote  parametritis  may  affect  the 
region  of  the  psoas  muscle,  or  may  affect  the  suet.  Whether 
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the  suet  affection  explains  the  frequent  occurrence  of  albuminuria 
in  parametritic  cases  or  not,  it  is  to  be  remembered  as  an 
important  concomitant  of  the  disease,  not  of  perimetritis.  The 
case  which  I  am  to  read  to  you  is  an  illustration  of  remote 
parametric  abscess  which  maintained  to  the  last  some  con- 
nection with  the  uterus.  It  is  an  example  of  a  kind  of 
disease  that  is  sometimes  very  puzzling,  as  I  shall  presently 
explain  to  you.  The  abscess  did  not  mature  and  burst  till 
about  seven  months  after  the  woman's  confinement :  so  chronic 
was  it. 

Mrs.  E.  S.,  aged  twenty-seven  ;  has  been  married  for  seven 
years,  and  had  four  children:  no  miscarriages.  Her  last 
confinement  was  six  months  before  admission  to  "  Martha." 
It  went  off  easily;  but  three  days  afterwards  she  had 
shiverings,  and  has  not  been  well  ever  since.  Now  she  is 
exhausted  and  emaciated,  has  a  quick  pulse  and  a  high  tempera- 
ture, both  of  which  rise  in  the  evening  and  are  accompanied  by 
ordinary  hectic  symptoms.  Catamenia  have  not  returned  since 
confinement.  She  lies  on  her  right  side  to  save  pain.  The 
right  tliigh  retracted  fully  forty-five  degrees.  Micturition 
frequent  and  painful ;  urine  acid,  and  contains  a  very  little 
albumen.  Complains  of  great  pain  and  tenderness  in  the 
right  inguinal  and  hypogastric  regions,  and  shooting  down  the 
right  leg.  These  pains  have  been  getting  worse  ever  since  her 
confinement.  The  lower  part  of  the  right  side  of  the  abdomen 
is  occupied  by  a  rounded  tender  hardness,  dull  on  percussion, 
extending  from  the  right  side  of  the  right  pubic  bone  in  the 
direction  of  Poupart's  ligament,  and  upwards  into  the  right  flank, 
where  its  distinctness  is  lost.  It  enlarges  as  it  approaches  the 
crest  of  the  ilium.  The  uterus  is  in  its  natural  situation,  but 
fixed.  The  right  side  of  the  pelvis,  and  so  high  as  to  be  reached 
with  difficulty,  is  occupied  by  a  tender  hardness.  She  was  kept 
in  bed,  well  fed  and  cared  for,  and  constantly  poulticed.  Three 
weeks  after  admission,  and  about  seven  months  after  her  con- 
finement, relief  came  by  discharge  of  pus  through  the  already 
irritated  bladder.  The  tender  swelling  immediately  diminished. 
The  pus  flowed  freely.  The  retraction  of  leg  gradually 
yielded.  A  fortnight  after  the  discharge  of  pus  began  she 
could  keep  her  leg  extended.    In  a  few  days  more  the  lump 
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in  the  riglit  side  could  not  be  discovered.  The  discharge  of 
p\is  ceased.  Two  months  after  admission,  and  between  five 
and  six  weeks  from  the  commencement  of  the  evacuation  of 
the  abscess,  she  was  discharged  quite  welh 

Here  is  a  case  of  psoas  and  iliac  abscess,  the  inflammation 
beginning  three  days  after  delivery,  and  relief  not  coming  till 
about  seven  months  afterwards.  In  this  case  the  abscess  was 
not  in  the  pelvis,  the  most  common  seat  of  the  abscess  ;  there 
was  no  intra-pelvic  disease.  The  abscess  was  remote,  but 
maintained  its  connection  with  the  uterus — came  down  as  far 
as  the  brim  of  the  pelvis  and  to  the  uterus,  so  as  to  hold  it 
fixed. 

Some  of  the  most  important  symptoms  I  shall  now  describe 
to  you.    She  lay  upon  the  affected  side,  and  the  case  I  am  to 
read  next  to  you  lay  in  the  same  way  upon  the  affected  side, 
or  inclined  to  the  affected  side.    The  decubitus  is  rarely  on 
the  healthy  side.    Her  thigh  was  retracted,  and  in  this  woman- 
it  was  retracted  to  about  half  a  right  angle,  measuring  from  the 
position  in  standing  or  extension.    The  amount  of  retraction 
varies.    Extension  of  the  retracted  thigh  is  almost  impossible ; 
it  can  be  done,  but  it  causes  so  much  pain  that,  unless  under 
the  influence  of  chloroform,  it  would  be  cruelty  to  try  to  do  it. 
It  disappears  soon  after  the  abscess  is  discharged,  and  before  it 
is  completely  healed.    In  my  opinion  it  is  not  the  result  of 
neuritis,  because  there  is  no  special  pain  along  the  course  of 
the  nerves,  because  there  is  no  pain  when  the  leg  is  at  rest, 
and  because  it  comes  and  goes  with  the  disease;  whereas 
neuritis  might,  as  in  a  case  we  have  had  in  "  Martha  "  lately, 
continue  long  after  the  original  disease  had  gone.    There  are 
cases  where  you  have  evidence  of  neuritis,  but  in  the  meantime 
it  is  my  opinion  that  most  cases  depend  upon  inflammation  or 
destruction  of  muscle— the  psoas  and  the  ihacus.  Another 
crreat  symptom  is  the  emaciation  and  haggard  appearance, 
which  in  some  of  these  cases  cannot  be  exaggerated,  leading  by- 
standers to  form  an  unfavourable  prognosis,  in  which  you 
would  also  join  if  you  did  not  know  what  this  case,  and  others 
that  you  have  seen,  illustrates,  that  this  haggard,  emaciated, 
death-like,  condition  disappears  with  extraordmary  rapidity 
when  the  abscess  bursts  and  the  case  begins  to  improve,  ^ow. 
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in  many  cases  of  this  kind,  mistakes  are  made  from  neglect- 
ing the  remoteness  of  the  inflammation,  the  inflammation  some- 
times being  confined  to  the  region  of  the  psoas  or  the  region  of  the 
kidney,  while  the  region  of  the  uterus,  where  the  inflammation 
hegan,  has  become  perfectly  healthy.  Mistakes  also  arise  from 
the  difficulty  of  understanding  that  the  disease  can  be  so  chronic 
as  it  is  in  some  cases,  and  as  it  was  in  the  woman  whose  history 
I  have  just  read,  in  which  the  abscess  never  pointed,  and  burst 
through  the  bladder  seven  months  after  confinement. 

Another  source  of  error  is,  that  in  some  cases  there  is 
no  great  pain  or  tenderness  in  the  region  affected — the  region 
of  the  psoas  muscle ;  and  frequently,  as  in  the  case  I  am 
presently  to  read  to  you,  nothing  to  be  felt.  The  inflam- 
mation produces  a  flat  swelling,  which  is  covered  by  the 
bowels,  and  you  may  not  feel  anything  through  the  bowels. 
The  physician  cannot  find  anything  like  a  distinct  abscess 
even  if  he  happens  to  expect  it.  I  remember  well  being 
called  by  two  excellent  physicians  to  see  a  case  of  this  kind. 
It  was  many  months  after  delivery  when  I  saw  the  woman 
for  the  first  time.  The  physicians  had  given  up  the  idea 
that  there  was  a  psoas  abscess,  or  any  abscess,  following  de- 
livery, for  there  was  notliing  to  be  felt.  The  woman  was 
lying  in  bed,  without  much  suffering,  but  quite  helpless 
from  the  retraction  of  her  thigh  :  and  the  question  was  one 
of  diagnosis.  The  friends  had  become  impatient,  in  conse- 
quence of  the  promises  made  by  the  physicians  all  having 
proved  false.  When  I  saw  her  I  had  no  doubt,  although  I 
could  make  out  nothing  more  than  the  physicians  did,  that 
it  was  a  case  of  the  kind  I  have  been  describing  to  you,  and 
I  had  nothing  to  say  but  to  recommend  further  expecta- 
tion ;  and  the  case  ended  as  the  case  I  have  been  reading 
to  you  ended.  The  abscess  at  last  pointed,  as  it  usually 
does,  in  the  groin,  and  the  woman  was  very  soon  cured  by 
Nature, 

The  case  I  have  just  read  to  you  was  a  case  of  remote 
parametritis^  but  the  parametritis  was  continuous  with  the 
uterus  and  fixed  it.  The  case  I  am  now  to  read  to  you  is  a 
case  of  remote  parametritis  without  continuity.  It  is  not  a 
case  of  the  ordinary  kind  of  pelvic  abscess  ;  it  is  not  a  case 
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of  the  kind  that  I  first  illustrated,  inguinal  parametritis  ;  it 
is  one  of  remote  psoas  abscess. 

You  will  observe  that  I  have  mentioned  frequent  and 
painful  urination  in  connection  with  pelvic  abscess,  or  with 
abscess  bursting  into  the  bladder,  but  this  is  far  from  a 
necessary  connection.  Clinical  experience  shows  that  an 
abscess  generally  evacuates  itself,  and  continues  to  discharge 
freely  through  the  bladder,  with  very  little  or  no  consequent 
irritation  of  that  viscus.  You  have  seen  in  "  Martha  "  cases 
of  long- continued  discharge  of  an  abscess,  and  of  faeces  through 
the  bladder,  without  the  woman  making  any  urinary  com- 
plaint. To  this  subject  I  shall  return  at  the  end  of  this 
lecture. 

M.  A.  F.,  aged  thirty-three,  single,  had  a  seven  months' 
child  seven  weeks  before  admission  to  "  Martha."  Has 
never  been  well  since.  Catamenia  appeared  about  five  weeks 
after  delivery.  Bowels  regular.  Micturition  natural.  In 
evening,  pulse  il6;  temperature  102 '2°.  Looks  very  ill,  is 
worn  and  emaciated.  Complains  of  pain  in  the  right  thigh 
shooting  into  the  hip,  and  that  she  cannot  walk.  The  right 
thigh  is  drawn  up,  being  flexed  about  fifteen  degrees.  The 
upper  half  of  the  thigh  is  rounded  and  swollen  to  at  least 
twice  the  size  of  the  other.  The  swollen  part  is  tender,  but 
no  special  hardness  can  be  found  in  it.  The  shghtest  touch 
beneath  Poupart's  ligament  causes  acute  burning  pain  down 
the  inside  of  the  thigh.  No  defined  hardness  can  be  felt 
above  Poupart's  ligament,  but  there  is  great  fulness  there 
and  extending  upwards  on  the  right  side  of  the  belly.  The 
uterus  is  not  fixed  nor  tender;  neither  is  there  any  hard- 
ness or  tenderness  around  it.  The  right  labium  majus  is 
swollen,  being  oedematous.  She  was  put  on  a  water-bed, 
ordered  to  be  well  fed,  to  have  a  morphia  draught  at  bed- 
time, to  have  the  lower  abdomen  constantly  poulticed. 
Eight  days  after  admission  a  pointing  abscess  was  detected 
in^the  upper  and  anterior  part  of  the  right  thigh.  Next 
day  it  was  opened  with  antiseptic  precautions.  About  a 
pint  and  a  half  of  fetid  pus  flowed.  At  the  same  time  there 
was  considerable  hjemorrhage,  apparently  venous,  and  cer- 
tainly not  from  the  wound,  which  was  made  in  thmned  skm. 
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The  bleeding  was  arrested  hj  pressure.  Pressure  in  the  region 
of  the  psoas  and  iliacus,  causing  gushes  of  pus,  made  it  plain 
where  the  abdominal  part  of  the  abscess  was.  Similar 
negative  evidence  showed  that  this  part  was  in  a  few  days 
completelj^  evacuated  and  healed;  but  the  large  abscess  in 
the  thigh,  whose  extent  was  very  ill-defined,  required  care- 
ful strapping  and  bandaging  to  secure  its  evacuation  and 
healing.  N"ow,  six  weeks  after  the  abscess  was  opened,  and 
fourteen  weeks  since  her  confinement,  there  is  scarcely  any 
discharge.  The  woman  is  rapidly  regaining  good  looks  and 
flesh. 

Here  is  a  case  in  which  you  have  a  large  abscess  forming  in 
the  right  lumbar  region,  the  region  of  the  right  psoas  muscle ; 
not  a  pelvic,  but  a  lumbar,  abscess.  How  the  pus  found  its 
way  down  into  the  thigh  we  can  only  conjecture,  as  nothing 
abnormal  was  to  be  felt  per  vaginam.  The  pus  probably 
advanced  along  the  psoas  muscle,  and  so  got  down  into  the 
region  of  the  great  internal  muscles  of  the  thigh.  It  did  not 
pass  through  the  pelvic  excavation.  This  is  an  unusual  route 
— a  route  into  which  it  is  forced,  I  believe,  purely  by  mechan- 
ical circumstances ;  the  pus  burrowed  because  it  found  its 
easiest  progress  and  accommodation  by  pressing  downwards  in 
this  way.  In  this  case  there  is  also  to  be  noticed  the  bleeding 
on  opening  the  abscess.  The  bleeding  made  me  regret  that  I 
did  open  it,  because  I  think  it  probable  we  should  have  avoided 
this  bleeding  if  we  had  let  it  alone  ;  and  in  this  case — I  do 
not  say  in  every  case — I  believe  the  opening  would  not  have 
been  delayed  twenty-four  hours.  If  the  bleeding  had  been 
slight  I  would  have  thought  nothing  of  it ;  but  the  bleeding 
was  decidedly  considerable,  especially  when  you  keep  in  mind 
the  emaciated  and  exhausted  condition  of  the  woman.  In  this 
case  I  would  remark  to  you  what  I  have  mentioned  already, 
and  what  is  described  in  the  case — the  evidence  of  an  immense 
lumbar  abscess ;  but  no  lumbar  abscess  could  be  felt  on  manipu- 
lating the  abdomen.  That,  naturally,  might  lead  to  great 
mistakes  were  you  not  aware  that  it  is  not  an  uncommon 
condition,  a  large  collection  of  matter  present  in  this  situation, 
but  which  cannot  be  made  out  by  the  examining  practitioner's 
hand.    You  will  remark  in  this  case  another  peculiarity — that 
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the  pus  was  intensely  fetid.  This  putrefaction  of  the  pus  is 
difficult  to  account  for,  for  almost  certainly  there  was  no  com- 
munication with  the  bowel,  or  with  any  viscus ;  and  yet  piitre- 
faction  occurred.  This  kind  of  occiu'rence  forms  a  difficulty  in 
connection  with  Listerian  antiseptics.  How  did  the  pus  putrefy 
without  any  route  for  admission  of  germs  ?  The  only  explanation 
I  can  suggest  is  one  that  I  have  heard,  namely,  that  while 
healthy  tissues  will  not  allow  germs  to  permeate  them,  such 
morbid  tissues  as  this  woman  had,  separating  bowel  from  the 
cavity  of  the  abscess,  did  allow  germs  to  pass.  That  is, 
however,  a  hypothetical  explanation.  No  doubt  the  fetid  pus 
in  this  abscess  led  to  great  aggravation  of  the  woman's  symptoms. 
The  putrid  ichor  was  absorbed  into  the  blood,  probably  in  con- 
siderable quantity.  This  view  is  confirmed  by  a  fact  which 
Mr.  Garstang  pointed  out  to  me — that  on  opening  the  fetid 
abscess  (the  fetor  rapidly  disappeared,  lasting  about  a  day  and 
a  half)  improvement  immediately  followed,  the  temperature 
falling  from  99' 5°  (np  to  in  the  evening  102-5°)  down  to 
natural,  and  that  in  a  few  hours ;  and  only  once  rising  (ten 
days  after  the  evacuation)  as  high  as  100-5°.  ^^^^1  this 
rising  was  due  to  some  intercu.rrent  affection  whicli  we  did  not 
discover. 

We  have  lately  had  a  very  rare  case  of  this  kind,  a  re- 
mote parametric  abscess  in  the  middle  third  of  the  thigh. 
Suppuration  was  long  delayed,  and  when  it  did  occur  it 
was  accompanied  by  violent  fever.  Continuity,  apparently 
through  the  obturator  foramen,  could  at  first  be  traced  with 
paranietric  pelvic  phlegmon  on  the  same  side,  but  no  sup- 
puration occurred  there,  and  when  suppuration  came  in 
the  thigh,  the  continuity  of  tender  hardness  could  no  longer 

Before"  concluding,  I  say  a  few  words  with  regard  to  the 
treatment  of  these  inflammations  and  abscesses.  There 
is  really  very  little  to  be  said.  The  treatment  of  para- 
metritis in  all  its  forms  is  almost  identical  with  the  treat- 
ment of  inflammation  or  abscess  in  any  other  situation- 
antiphlogistic  ;  poultices ;  occasionally,  in  the  phlegmonous 
form  the  use  of  blisters  ;  and  lastly,  the  use  of  the  knife. 
It  is'only  on  the  use  of  this  last  that  I  shall  here  make  a  few 
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remarks.  All  gyntecologists  agree  in  discouraging  resort  to 
the  knife  in  these  cases.  I  have  often  seen  the  knife  used 
in  the  manner  which,  when  we  speak  of  tapping,  is  called 
di-y  tapping ;  the  practitioner,  not  recognizing  the  occurrence 
of  parametric  phlegmon,  where  there  is  no  abscess ;  and 
thinking  he  will  hasten  the  progress  of  a  case  by  driving  liis 
knife  into  it.  But  it  is  not  the  liability  to  mistakes  of  this 
kind  that  induces  all  gyntecologists  to  discourage  opening 
parametric  abscesses  of  all  kinds ;  it  is  their  clinical  history, 
which  shows  that  in  the  great  majority  of  cases  they  are 
better  let  alone.  These  remarks,  however,  chiefly  apply  to 
pelvic  abscesses,  and  there  the  danger  of  opening  is  far 
greater  than  in  remote  parametric  abscesses,  such  as  I  have 
been  going  over  to-day.  The  observation  does  not  apply 
rigidly  to  remote  parametric  abscesses,  for  it  is  frequently 
advisable  to  proceed  to  evacuate  such  in  order  to  hasten  the 
progress  of  a  case  that  might  otherwise  linger  for  a  very 
long  time.  I  advise  you,  however,  to  be  sure  that  you  have 
an  abscess  to  deal  with,  and  to  be  sure  that  it  is  what  is 
called  "  thoroughly  matured  "  before  you  interfere  with  it. 

Before  concluding  this  lecture  I  shall  say  a  few  words  on 
anterior  parametritis,  a  kind  which  is  far  from  common^  but  of 
which  we  have  recently  had  fine  examples.  You  know  that 
parametritis  is  most  frequently  sinistra  or  dextra,  or  both  ;  and 
there,  at  the  sides  of  the  cervix,  and  below  the  broad  ligaments, 
not  in  them,  you  have  abundant  cellular  tissue  for  the  develop- 
ment of  phlegmon  or  of  abscess.  We  owe  to  Barbour  ("  Spinal 
Deformity,"  &c.,)  the  demonstration  of  a  bed  of  cellular  tissue 
between  the  cervix  and  bladder.  It  is  hardly  to  be  found  in 
the  unimpregnated ;  but  he  has  shown  it  in  a  homalographic 
section,  made  on  a  woman  recently  delivered.  In  these  cases 
you  find  the  uterus  pressed  back  into  the  hollow  of  the  sacrurb. 
Though  you  have  here  an  inflammation  or  abscess  close  to  the 
bladder,  that  organ  frequently  escapes  irritation  even  though 
the  abscess  should  burst  into  it ;  but  you  naturally  and  properly 
look  for  an  irritated  bladder  with  anterior  parametritis.  A 
perimetric  abscess  is  expected  to  burst  into  the  bowel  because 
that  is  the  commonest  route  for  the  pus.  An  anterior 
parametric  abscess  bursts  into  the  vagina  in  front  of  the  cervix. 
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or  into  the  bladder,  or  into  tlie  urethra,  or  in  the  groin.  When 
a  perimetric  or  parametric  abscess  bursts  into  a  mucous  canal  you 
generally  cannot  find  the  opening  during  life ;  but  in  our  last 
three  cases  of  anterior  parametric  abscess  we  could  see  and 
could  probe  the  vaginal  opening.  In  the  case  with  urethral 
opening  we  could  squeeze  pus  through  the  natural  urethral 
orifice,  while  none  came  with  urine  drawn  off  by  catheter. 
In  one  case,  where  diagnosis  was  difficult  on  account  of  slight- 
ness  of  pain  and  length  of  duration,  we  dilated  the  urethra 
and  found  the  opening  into  the  bladder,  and  passed  a  probe 
into  the  abscess :  this  woman  got  well. 


LECTURE  XXVIII. 


ON  TEEMINATIONS  OF  PEEI-  AND  PAEA-METRITIS. 

You  canuot  fail  to  notice  the  great  abundance  of  cases  of  this 
kind  in  "  Martha,"  half  of  the  heds  often  being  occupied  by 
them,  and  this  commonness  is  one  great  sufficient  source  of 
importance.  Hence  also  the  amount  of  attention  they  deserve 
from  you. 

You,  further,  cannot  fail  to  have  observed  that,  while  some 
are  tedious,  most  or  nearly  all  go  away  with  local  and  general 
health  restored.  The  sufferers  lie  in  bed  under  treatment, 
ailing  and  sickly,  with  a  temperature  chart  of  rises  to  ioi°  or 
even  higher,  and  falls  to  normal  or  a  degree  below  it :  then, 
and  often  almost  suddenly,  and  generally  after  three  or  four 
weeks,  the  rises  and  falls  are  reduced  within  the  limits  of  one 
degree  or  thereabout,  cheerfulness  appears,  and  beauty  returns. 
But  there  are  occasionally  fatal  cases — septicsemia,  pyaemia, 
sloughing,  liasmorrhage,  exhaustion,  being  assigned  as  causes  : 
they  are  rare. 

It  is  not  the  ordinary  course  of  perimetritis  and  parametritis 
that  I  am  to  consider  in  this  lecture.  I  desire  to  call  your 
attention  to  tlie  rare  cases  which  do  not  end  more  or  less 
directly  in  death  or  recovery ;  but  in  which  there  are  injurious 
or  fatal  consequences  of  the  original  disease. 

The  perimetric  matting  together  of  parts  gives  rise  to  mis- 
leading feelings,  as  of  lumps  or  tumours,  and  is  sometimes  very 
slow  in  disappearing,  the  process  even  occupying  years.  When 
such  chronic  cases  come  before  a  practitioner  who  is  un- 
acquainted with  the  history,  he  is  very  liable  to  be  misled  into 
diagnosing  fibroids  or  even  cancer ;  and  the  aching  which  the 
patient  has  in  the  lumps,  or  in  the  back  and  limbs,  may 
increase  the  tendency  to  mistake. 

In  the  early  days  of  gynaecology  (about  the  first  quarter  of 
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this  century  and  later)  it  was  held  that  pregnancy  occurring 
during  the  persistence  of  such  adhesions  entailed  great  danger 
to  life  from  abortion  and  its  consequences.  But  we  now 
know,  from  large  experience,  that  abortion  is  very  far  from 
being  an  invariable  result  of  adhesions  of  the  gravid  womb, 
and  that  danger  to  life  is  little  increased  by  them.  The 
minute  details  of  the  behaviour  of  the  adhesions,  in  pregnancy, 
are  not  yet  described,  but  of  some  important  points  we  may 
be  sure.  The  growing  uterus  may  stretch  the  adhesions, 
making  more  or  less  long  bands,  such  as  are  seen  in  cases  of 
past  pleurisy ;  or,  by  combined  stretching  and  the  rubbing  of 
incessant  come-and-go  motion,  they  may  be  made  to  disappear 
altogether.  Sometimes,  when  adhesions  are  firm,  old,  and 
organized,  they  are  not  destroyed  in  this  way,  but  jDersist  till 
the  end.  In  such  a  case  they  may  give  much  trouble  during 
labour.  A  case  was,  some  years  ago,  under  my  care,  in  which 
they  led  to  what  has  been  described  as  persistent  retroversion 
of  the  gravid  uterus.  In  that  case  the  uterus  never  became 
free  or  mobile. 

There  are  on  record  some  very  rare  cases  where  an  ovary  or 
a  tube,  or  both,  are  found  isolated,  separated  from  the  rest  of 
the  genital  organs,  and  adherent  to  some  remote  part,  say  to 
the  colon.  This  is  believed  to  be  produced  by  well  organized 
strong  adhesions  ;  so  strong  indeed  as,  in  the  trial,  to  prove 
more  tenacious  than  the  natural  connections  of  the  part.  The 
rarity  of  the  occurrence  arises  fi'om  the  rarity  of  «uch  strength 
of  adhesions,  and  we  have  already  said  that,  as  a  rule,  they 
quickly  give  way  when  subjected  to  tension.  Peritonitis 
occurring  after  delivery  may  lead  to  such  adhesions  high  in  the 
abdomen ;  and  then,  it  may  be  long  after  the  adhesions  were 
produced,  the  uterus  is  pushed  down  by  force  sufficient  to  put 
the  adhesions  on  the  stretch ;  and,  the  adhesions  not  giving 
way,  the  force  leads  to  giving  way  or  division  of  the  adherent 
tube  or  of  the  structures  connecting  the  ovary  with  the  broad 
ligament.  The  uterus  descends,  leaving  behind  it  the  ovary 
and  tube  attached  to  the  colon. 

The  indurations  of  parametric  inflammation  are  sometimes 
very  slow  in  disappearing,  and  slowness  is  fostered  by  work, 
exposure  to'  hardship,  or  indiscretions  in  conduct.  Generally, 
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and  especially  if  the  patient  lies  in  bed,  these  indurations  melt 
away  more  rapidly  than  those  of  perimetritis.  As  they  are  m 
progress  of  contraction  and  dissolution,  they  pull  the  uterus  to 
their  own  side,  and  keep  it  fixed. 

Pregnancy  may  occur  at  any  stage  of  a  parametritis,  and 
be  disturbed  by  it ;  or,  if  the  pregnancy  goes  on  smoothly,  the 
parametric  induration  may  disappear  as  it  advances.  Some- 
times, in  early  pregnancy,  the  practitioner  is,  in  such  a  case, 
alarmed  by  the  fixation  of  the  cervix  and  its  great  displace- 
ment by  chronic  parametric  induration  ;  and,  while  I  have 
had  to  partake  in  this  alarm,  I  have  not  seen  as  yet  any 
disturbance  of  the  progress  of  labour  by  it,  even  though 
examination  after  convalescence  from  confinement  showed  that 
the  morbid  condition  still  in  some  degree  persisted. 

One  of  the  most  interesting  and  practically  important 
points  in  parametric  induration  is  the  rate  of  its  disappearance 
and  the  causes  of  arrest  of  this  good  progress  to  annihilation. 
It  is  quite  sure  that  the  rate  of  disappearance  varies  much,  and 
that  it  is  accelerated  by  nothing  so  certainly  as  by  persistent 
comfortable  lying  a-becl.  A  parametric  induration  or  phlegmon 
is  a  tender,  convex  swelling,  at  first,  and  pushes  the  uterus  to 
the  opposite  side  of  the  pelvis.  As  recovery  begins,  it  shrinks 
and  becomes  flat ;  and,  as  convalescence  is  established,  it 
shrinks  more  and  more,  becomes  densely  hard,  concave,  and 
draws  the  uterus  to  its  own  side.  At  last  nothing  is  felt  but 
the  fixed  uterus,  nailed  to  the  affected  side  of  the  pelvis  by  a 
very  limited  dense  concave  hardness  which  is  not  tender  to 
touch.  Wlien  tliis  stage  is  reached,  we  have  all  the  indica- 
tions of  convalescence,  and  the  patient  is  soon  discharged  from 
the  hospital,  after  a  residence  of  from  four  to  eight  weeks. 
The  return  to  home  and  its  duties  does  not  prevent  the  further 
desirable  progress  of  the  case,  the  hardness  being  gradually 
relaxed  and  softened,  and  the  uterus  regaining  mobility  and 
returning  to  its  natural  place  in  the  pelvic  excavation.  Where 
this  relaxation  and  softening  of  the  parametric  induration  does 
not  take  place  or  takes  place  imperfectly,  you  have  a  case  of 
what  is  called  parametritis  atrophicans. 

I  have  said  that  return  to  home  and  its  duties  does  not 
prevent  completion  of  recovery,  but  I  believe  it  always  retards 
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it ;  and  we  had  lately  a  case  in  "  Martlia,"  where  this  retar- 
dation was  so  great  as  to  be  very  noteworthy  and  instructive  as 
to  times.  It  was  indeed  scarcely  a  retardation,  rather  an  arrest- 
ment of  progress  for  twelve  months.  J.  C,  a^t.  twenty-two,  left 
the  hospital  in  January,  1882,  convalescent,  after  a  left  para- 
metritis, not  puerperal.  The  uterus  was  then  fixed  and  drawn 
towards  the  left  sacro-iliac  synchondrosis.  She  returned  in 
February,  1883,  because  of  increased  aching  of  left  hip, 
menorrhagia,  and  irritability  of  bladder.  The  uterus  was 
found  to  be  as  it  was  when  she  left  the  hospital.  After  four 
weeks'  residence  in  "  Martha  "  she  was  dismissed  cured. 

The  patient  you  observe,  returned  to  "  Martha "  after  a 
years'  absence  in  nearly  the  same  condition  as  when  she  left 
it.  Finding  the  uterus  fixed  to  the  left  side  of  the  pelvis  by 
concave  and  very  narrow  induration,  we  concluded  that  we 
had  a  case  of  parametritis  atrophicans,  and  we  were  in  error. 
It  was  a  case  of  arrest  of  progress  for  the  long  period  of  twelve 
months.  The  arrest  came  to  an  end  when  proper  means  were 
resorted  to ;  and  progress  was  rapid,  the  uterus  gaining  the 
middle  of  the  pelvis  as  it  became  freely  mobile.  The  chief  of 
the  proper  means  of  recovery  was  lying  in  bed,  and  this  she 
did  for  a  month :  besides  this,  we  used  local  antiphlogistic 
measures — leeches  and  mercurial  ointment — because  there  was 
aching  lately  increased  and  some  tenderness  on  pressm-e.  On 
the  use  of  mercurials  I  may  here  interpolate  one  remark. 
That  they  are  useful  in  some  inflammatory  conditions  no  one 
doubts,  but  they  have  been  said  to  be  useful  in  destroymg  old 
peritoneal  adhesions,  and  this  I  do  not  believe.  Adhesions 
are,  so  far  as  my  experience  instructs  me,  destroyed  only  by 
the  mechanical  processes  of  rubbing  or  stretching,  or  both. 
But  parametric  induration  may  be  at  any  time  beneficially 
affected  by  mercurials,  if  it  has  not  reached  the  inveterate 
state  of  atrophicans. 

We  have  said  that  the  uterus  may  be  permanently — that  is, 
for  life — fixed  by  adhesions ;  and  so  it  may  be  by  the  results 
of  parametric  phlegmon  or  abscess.  "When  it  is  fixed  by  the 
cicatricial  tissue  of  a  healed  abscess  the  result  is  easily  com- 
prehended ;  but  sometimes,  without  abscess,  the  phlegmon,  or 
inflamed  cellular  tissue,  becomes  like  the  tissue  of  a  cicatrix ;  it 
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has  atrophied  and  become  more  or  less  tight  or  hard — the  para- 
metritis has  ended  by  being  atrophicans ;  and  by  the  atrophied 
tissue  the  uterus  is  more  or  less  fixed.  Chronic  fixation^  by 
adhesions  is  rarely  a  cause  of  aching  or  any  kind  of  suffering, 
but  fixation  by  this  cicatrix-like  tissue  is  not  very  rarely  so. 
The  suffering  is  that  of  neuralgia — an  aching  felt  near  the 
part ;  and  it  may  be  intermittent. 

Some  of  the  neuralgic  aching  ascribed  to  chronic  parametric 
induration  may  be  due  to  ureteral  irritation  or  obstruction. 
Ureteritis  and  ureteral  obstruction  do  both  occur  occasionally, 
and  it  is  natural  to  expect  that  they  will  cause  some  kind  of 
suffering.  You  must  not  forget  that,  besides  causing  pain, 
ureteral  irritation  and  obstruction  may  lead  to  disease  of  the 
kidney — Bright's  disease — hydronephrosis — pyonephrosis. 

Perimetritis  is  more  rarely  a  cause  of  disturbed  function  of 
the  rectum  and  bladder,  or  of  inflammation  of  them,  than  para- 
metritis. In  both  rectum  and  bladder  the  disturbance  arises 
mainly  from  more  or  less  severe  inflammation  communicated 
to  them  by  contiguity ;  and  of  course  the  suffering  is  much 
greater  in  the  vesical  than  in  the  rectal  complication,  and  the 
suffering  is  greatest  when  you  have  a  parametritis  anterior. 
In  the  case  of  the  bladder,  the  disturbance  is  very  rarely,  if 
ever,  mechanical ;  while  in  the  rectum,  if  the  faces  are  not 
fluid,  mechanical  disturbance  or  a  degree  of  obstruction  is  not 
very  rare. 

In  perimetritis  you  may  have  obstruction  of  the  sigmoid 
flexure,  of  the  rectum,  or  of  the  ileum,  by  bands  of  adhesion. 
Of  such  accidents  I  do  not  here  speak ;  they  have  no  gynaeco- 
logical peculiarity.  In  Dr.  Church's  ward  we  saw  a  fatal  case 
of  this  kind,  the  ileum  being  strictured.  Parametric  partial 
obstruction  of  the  rectum  is  rarely  sought  for,  for  it  is  rarely 
so  great  as  to  attract  attention.  We  have  lately  had  several 
cases  of  it  in  "  Martha."  The  obstruction  is  about  as  high  as 
the  finger  can  reach,  the  bowel  being  encircled  by  a  ring  of 
tissue  as  hard  as  bone,  the  whole  fixed  and  immovable.  This 
condition,  in  a  chronic  case,  coming  before  you  for  the  first 
time,  and  perhaps  without  a  history,  is  liable  to  be  mistaken 
for  cancer.  In  one  of  our  parametric  cases,  with  a  sufiicient 
history,  it  was  lapse  of  time  and  absence  of  progress,  which 
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alone  enabled  iis  to  reach  assurance  that  we  had  not  malignant 
induration.  In  this  case  the  stricture  was  so  tiQ:ht  as  to  trans- 
rait  no  more  than  a  finger,  and  the  fixation  extended  even  to 
the  raucous  membrane  of  the  strictured  part ;  and  the  mucous 
membrane  was  swollen  and  not  smooth  on  the  surface.  These 
conditions  of  the  raucous  membrane  lasted  only  a  few  weeks, 
but  the  stricture  persisted  when  we  last  saw  the  patient,  about 
six  months  after  her  first  disraissal ;  it  caused  little  trouble. 
In  most  cases  the  morbid  rectal  conditions  disappear  just  as 
the  main  parametric  induration  goes  away. 

There  is,  as  I  have  said,  rarely  much  disturbance  by  the 
rectum  ;  oftener  by  the  bladder,  and  the  cystitis  may  lead  to 
renal  disease.  The  danger  from  the  bladder  is  easily  stated  : 
it  is  the  risk  of  the  cystitis  being  severe  and  becoming  chronic ; 
the  bladder  becoming  contracted — the  case  perhaps  incurable. 
The  symptoms  of  cystitis,  acute  and  chronic,  and  the  difficult, 
and,  I  am  sorry  to  say,  very  unsatisfactory,  treatment  of  these 
affections,  do  not  fall  to  be  considered  here. 

When  long  persistent  matting,  consequent  on  peri-  or  on  para- 
metritis, or  on  both,  is  found,  you  should  suspect  the  presence 
of  one  or  more  sinuses,  or  of  sacs  of  matter,  and  carefully  look 
for  them.  There  may  be  no  need  of  searching  to  find  them, 
for  they  often  open  in  the  groins.  Earely  they  are  found 
opening  in  the  vaginal  roof.  They  often  open  in  the  rectum 
and  bladder,  but  then  openings  in  these  viscera  are  very  rarely 
discovered.  You  find  induration  around  the  womb,  and  you 
hnd  a  constant  or  intermittent  discharge  of  pus  per  rectum,  or 
per  vaginam,  or  per  nrethram,  and  you  conclude  that  there  is 
a  sinus,  although  you  cannot  find  it.  We  have  a  preparation 
from  a  chronic  case  which  proved  fatal  by  peritonitis  acutissima 
in  another  region ;  it  shows  sinuses  opening  into  the  bladder, 
the  rectum,  and  the  uterus. 

Lately  we  had  in  "  Martha  "  an  interesting  case  worthy  of 
mention  here.  Tlie  woman  was  forty-four  years  of  age,  and  had 
been  ill  for  a  whole  year — that  is,  since  her  last  confinement 
with  her  fifteenth  child.  She  thought  herself  again  pregnant. 
There  was  between  the  uterus  and  bladder,  and  risiug  to  within 
an  inch  of  the  navel,  a  displaceable  rounded  hard  tumour Three 
weeks  before  admission  there  was  a  great  flow  of  pus  with  the 
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urine,  and  since  that  time  it  has  always  contained  a  large 
quantity  of  pus,  but  there  is  no  notable  increase  of  mucus. 
There  has  been  no  irritability  of  bladder :  the  probe  introduced 
into  the  bladder  made  it  out  to  be  only  slightly  contracted  and 
slightly  tender ;  and  these  circumstances,  corroborated  by  the 
absence  of  mucus  in  the  urine,  led  us  to  believe  that  there  was 
only  very  slight  inflammation  or  only  irritability  ©f  the  bladder, 
and  that  the  pus  must  come,  not  from  the  bladder,  but  from 
elsewhere  through  a  sinus  opening  into  the  bladder.  At  this 
time  we  regarded  the  tumour  as  probably  solid.  There  being 
no  prospect  of  our  ameliorating  the  condition  of  the  poor 
patient,  we  resolved  to  search  farther  for  the  source  of  the  pus, 
and  with  this  view  dilated  the  urethra.  Then,  passing  the 
finger  into  the  bladder,  I  found  a  slight  prominence  on  the 
tumour,  rounded,  and  having  on  its  summit  a  roughness,  and 
into  this,  and  so  into  the  tumour,  it  was  easy  to  introduce  a 
probe,  and  diagnose  a  suppurating  cavity.  The  pus  was  dis- 
charging freely  and  the  tumour  steadily  diminishing;  the 
temperature,  which  had  ranged  from  ioi°  to  98°,  ranged  from 
98°  to  under  101°  when  she  left  the  hospital,  to  return  again 
for  further  examination  and  perhaps  further  treatment. 

Sinuses  when  established  may  run  very  long — years — and 
then  fortunately  heal  up,  and  gradually  complete  cure  follows. 
But  you  mu.st  not  forget  that  sometimes  the  abscesses  unopened 
persist  for  years,  probably  diagnosed  as  fibroids.  We  had  in 
"  Martha"  lately  a  case  that  we  estimated  of  five  years'  dura- 
tion :  it  contained  fetid  pus  and  fetid  gas,  and  only  required 
opening  near  the  anterior  iliac  spine.  Old  sinuses  in  the 
neighbourhood  of  the  womb  have  probably  the  same  pathology 
as  those  elsewhere,  and  they  demand  the  same  treatment. 
Their  persistence  depends  on  mechanical  conditions  impeding 
evacuation  of  a  cavity  or  cavities  and  healing,  or  on  depraved 
general  health,  or  on  some  diseased  organ,  as  a  tuberculosis  of 
the  ovary,  keeping  up  suppuration.  After  careful  surgical 
examination  and  consultation  you  will  do  your  best  by  medicine 
or  by  the  knife.  Earely  the  cause  of  delay  in  healing  is 
carious  or  necrosed  bone,  and  for  the  treatment  of  such  a  case 
you  have  ordinary  surgical  guidance.  Lately,  in  "  Martha,"  we 
had  a  case  in  a  young  woman  where  caries  of  the  crest  of  the 
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ilmm  retarded  the  liealing  of  a  large  parametric  piicrperal 
abscess. 

I  liave  read  of  cases  where  dysentery  was  the  cause  of  fatal 
termination,  but  I  have  not  seen  any.  In  a  fatal  case  just  to 
be  mentioned  there  was  severe  diarrhoea.  Several  cases  have 
come  under  my  notice  where  persistent  sinuses  with  prolonged 
suppuration  have  ruined  the  constitution  and  destroyed  life  by 
inducing  pulmonary  or  renal  disease. 

We  have  just  had  in  "  Martha  "  a  good  example  of  death 
from  a  chronic  perimetric  abscess  coming  on  after  delivery,  and 
remaining  unopened.    It  led  to  degeneration  of  vital  organs, 
and  especially  of  the  kidneys,  the  end  being  somewhat  suddenly 
produced  by  an  attack  of  general  peritonitis.    E.  W.  bore  her 
second  child  twenty  months  before  admission  to  the  hospital. 
She  then  caught  cold,  and  has  never  been  well  since,  suffering 
much  from  pain  in  the  hypogastrium.    Tor  a  year  she  has 
been  getting  thinner  and  weaker,  and  about  four  months  ago 
she  had  much  painful  diarrhoea.    Tor  the  last  three  months 
she  had  been  confined  to  bed.    IsTow  she  is  extremely  weak 
and  emaciated.    Heart  has  a  systolic  murmur  at  apex.  Urine 
copious,  of  low  specific  gra^dty,  having  a  varying  but  large 
quantity  of  albumen.    Belly  tympanitic.    Labia  and  lower 
limbs  oedematous.    Just  above  the  brim  of  the  pelvis  is  felt 
a  hard,  tender  mass,  dull  on  percussion.    Vaginal  examination 
finds  this  hardness,  the  uterus  being  displaced  backwr.rds,  and 
the  bladder  found  to  be  extended  below  the  hardness,  which 
was  diagnosed  as  a  chronic  abscess.    In  this  case  the  bladder 
prevented  us  from  aspirating  per  vaginam,  and  we  held  a 
consultation  with  Mr.  Willett,  as  to  opening  by  dissection 
through  the  hypogastric  wall.    This  we  decided  not  to  do, 
because  the  patient  was  almost  moribund,  and  we  believed  the 
interference  would  only  accelerate  the  progress  to  death.  At 
this  time  the  urine  was  half  albumen.    The  temperature  was 
97°  or  98°,  making  a  sudden  rise  to  106  "6°  the  day  before  her 
death,  when  it  was  97-6°.    The  pulse  varied  fi'om  80  to  100. 
The  post-mortem  revealed  general  peritonitis  ;  dilated  kidneys, 
of  which  the  right  was  pale  and  fatty,  the  left  pale  and 
disorganized  ;  a  sago  spleen.    A  large  perimetric  abscess  was 
found  above  the  bladder  and  in  front  of  the  uterus,  which  was 
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pushed  backwards,  having  its  fundus  pj'ojecting  into  the 
abscess-cavity.  Both  ovaries  were  cystic,  about  the  size  of  a 
lien's  egg,  the  cysts  being  filled  with  purulent  fluid. 

Lately  we  had  an  interesting  fatal  case  of  left  parametritis 
which  remained  to  the  last  a  phlegmon  (not  suppurating),  and 
which  had  nearly  disappeared  when  the  woman  at  length  died. 
We  called  the  case  one  of  chronic  pyemia,  death  resulting  from 
abscess  of  the  liver,  which  was  very  early  diagnosed  by 
Dr.  Church  and  then,  subsequently,  operated  on  by  Mr. 
Langton. 

We  have,  in  another  Lecture,  spoken  of  the  opening  of 
abscess  into  the  rectum  and  the  unfortunate  passing  of  fteces 
into  the  cavity.  This  may  render  the  case  incurable,  the  faeces 
remaining  persistently  in  the  abscess-cavity.  I  have  made  a 
post-mortem  of  a  fatal  case  of  this  kind  ;  and,  in  it,  the  walls 
of  the  perimetric  abscess  were  in  a  sloughing  state. 

In  another  lecture  I  have  told  you  of  bleeding  from  a 
parametric  psoas  abscess  just  opened  by  the  knife,  and  now  I 
mention  a  case  of  fatal  bleeding  derived  from  the  hospital 
records.  I  did  not  see  it.  E.  W.,  eet.  seventeen,  has  always  had 
good  health  till  now.  Has  had  one  child,  born  in  the  workhouse, 
three  weeks  before  admission  to  the  hospital.  She  left  the 
workhouse  two  weeks  after  confinement  and  then  cauo-ht  cold. 
The  case  presented  no  peculiarity  till  the  thirteenth  day  after 
admission.  Then,  while  passing  urine,  blood  began  to  flow 
through  the  urethra  (above  ninety  ounces).  Pulse  1 60,  fluttering. 
Eight  hours  afterwards,  on  the  same  day,  bleeding  returned  and 
she  died  in  an  hour.  The  right  pleura  contained  a  few  ounces 
of  slightly  turbid  fluid.  A  thin  layer  of  cedematous  Ijanph 
was  spread  over  the  posterior  part  of  the  left  lung.  The 
pericardium  contained  about  an  ounce  of  turbid  fluid.  The 
heart  was  antemic ;  its  tissue  soft ;  its  valves  healthy.  It 
weighed  ten  ounces,  and  its  chambers  contained  pale,  soft, 
fibrinous  clots.  The  left  lung  cedematous  and  antemic.  The 
lowest  lobe  of  right  lung  collapsed  ;  the  upper  lobes  cedematous 
and  ancemic.  Viscera  generally  anfemic.  Free  edge  of  omentum 
adherent  to  the  caput  coli.  On  the  right  side  of  the  posterior 
wall  of  the  bladder,  and  near  its  neck,  was  a  ragged  opening  of 
about  the  size  of  a  florin.    This  led  into  a  cavity  as  big  as  a 
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large  pear,  beneath  the  sheath  of  the  right  psoas  and  extending 
the  whole  length  of  the  muscle.  Tliis  abscess-cavity  and  the 
bladder  were  filled  with  blood  clot  (the  clot  in  the  bladder 
weighing  more  than  half  a  pound),  and  puriform  fluid.  The 
posterior  wall  of  the  uterus,  the  rectum  and  vermiform 
appendage,  together,  formed  a  sac  containing  purulent  fluid. 
There  was  no  thrombosis  of  right  iliac  veins. 

Lastly,  I  mention  some  affections  of  the  lower  limbs,  which, 
though  not  ending  fatally,  are  very  grave  and  troublesome. 
The  common  parametritic  retraction  of  a  limb  generally 
disappears  quickly  with  the  disappearance  of  the  disease 
cairsing  it.  Sometimes,  in  sensitive  women,  it  is  a  matter  of 
great  difficulty  to  get  the  thigh  again  extended  and  useful. 
This  may  arise  from  mere  sensitiveness,  or  from  injury  that 
has  been  inflicted  on  the  psoas  and  iliacus  muscles.  In  such 
cases  you  may  even  have  to  use  orthopaedic  machinery  to  get 
the  limb  extended  and  restored  to  use. 

Lately  a  fatal  case  of  parametritis  post  partum  was  examined 
in  the  post-mortem  theatre,  and  the  psoas  muscle  was  found 
to  be  destroyed,  its  place  taken  by  the  abscess,  and  through  it, 
stretched  like  fiddle- strings,  passed  the  bare  nerves.    This  case 
was  fatal ;  but,  no  doubt,  instances  of  recovery,  after  more  or 
less  of  such  destruction,  occur;  and  I  mention  this  case 
to  prepare  you  for  the  occasional  but  rare  occurrence  of 
permanent  injury  to  the  lower  limbs,  the  injury  being  of 
various  kinds.     I  know  a  case  of  complete  paralysis  of  a  limb, 
with  atrophy,  and  without  contraction.     Cases  also  occur  of 
paralysis  of  certain  sets  of  muscles ;  and  of  paralysis  with  con- 
•  traction.    Sometimes  there  is    atrophy  of   the   limb,  and 
occasionally  a  kind  of  elephantiasis,  such  as  one  sees  after 
phlegmasia  dolens,  and  probably  owning  the  same  obstructive 
venous  or  obstructive  lymphatic  pathology. 

If  the  hip-joint  has  been  injured,  as  by  pus  forcing  its  way 
into  it,  an  event  which  is  on  record,  you  will,  if  the  case 
survives,  have  to  ask  the  advice  and  aid  of  the  surgeon. 


LECTURE  XXIX. 


ON  PAINFUL  SITTING. 

Painful  Sitting  is  the  subject  of  this  lecture.  "We  have 
several  cases  illustrating  it.  In  some  of  them,  painful  walk- 
ing accompanies  the  painful  sitting ;  indeed  in  the  last 
disease  that  I  shall  mention  to  you,  painful  walking  is 
more  important  than  the  painful  sitting.  Painful  sitting  is 
as  good  a  name  for  a  disease  as  dysmenorrhcBa  is,  and  quite 
as  distinctive ;  but  painful  sitting  is  not  a  disease,  nor  is 
dysmenorrhcea — both  are  symptoms,  and  the  term  is  used 
merely  as  an  artificial  arrangement  of  a  variety  of  affections, 
just  as  dysmenorrhcea  is  used.  In  both  cases  the  desig- 
nation is  not  a  term  of  a  pathological  classification,  but  of 
what  is  called  a  nosological  or  artificial  classification.  The 
most  common  kinds  of  painful  sitting  are  not  to  be  con- 
sidered to-day  ;  only  those  that  are  observed  particularly  in 
women,  and  only  those  that  are  somewhat  recondite.  Such 
causes  of  painful  sitting  as  an  abscess  of  the  vulva,  an  abscess 
of  the  perineum,  tender  caruncle  of  the  urethra,  an  inflamed 
gland  of  Cowper,  are  very  common  ;  and  in  them  nobody 
requires  to  hear  anything  said  about  the  painful  sitting — that 
is  a  matter  of  course. 

The  first  special  cause  of  painful  sitting  that  I  have  to 
consider  is  inflammation — not  affecting  the  external  organs, 
not  affecting  the  vagina,  but  aff'ecting  the  deep-seated 
genital  organs,  the  uterus  and  ovaries.  This  is  not  an  in- 
frequent cause ;  and  the  first  case  I  am  to  read  to  you  is  a 
good  example  of  it,  an  apposite  example  for  us,  because  the 
poor  woman  came  to  the  hospital  declaring  that  she  could 
not  sit — that  was  her  complaint;  for  her,  that  was  the 
disease.    I  shall  read  her  case  : — 

M,    C,   aged  twenty-seven;    admitted    November    i6  ; 
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married  ten  years ;   lias  had  four  children — the  youngest 
two  years  old  ;  two  alive  ;  the  others  died  during  teething. 
Has  had  no  miscarriage.    Catamenia  began  at  thirteen  years, 
and  have  generally  been  regular ;  nothing  abnormal  noticed 
about  any  of  the  later  periods.    About  six  weeks  ago  she 
was  suddenly  attacked  with  a  severe  pain  in  the  right 
inguinal  region,  which  has  been  present  ever  since  when 
sitting.    The  pain  is  hardly  felt  at  all  when  standing  or 
lying  down.    Tliis  pain  she  ascribes  to  a  kick  on  the  beUy ; 
and  I  think  it  is  a  very  probable  explanation  of  it.  About 
the  middle  of  this  term  of  six  weeks  she  had  a  scanty 
thin    brownish  fetid  discharge,  which  has  since  subsided, 
and  is  now  imperceptible.    It  lasted  for  a  week  or  a  fortnight. 
The  pain  is  identified  by  pressing  on  the  perineum,  and 
subsequently  by  pressing  the  uterus  digitally.    The  cervix 
uteri  is  nearly  in  its  natural  situation,  patulous  and  hard, 
admitting  the   finger  easily.     It   has    an   irregular  hard 
internal  surface.    The  uterus  is  fixed.    The  whole  roof  of 
the  pelvis  presents  hardness,  or  dense  fulness,  which  is  tender. 

Now,  you  can  easily,  from  the  record,  make  out  that 
this  woman  has  cancer  of  the  neck  of  the  womb.  She 
knows  nothing  about  that,  and  I  believe  does  not  suspect 
if  she  thinks  her  disease  was  caused  by  the  kick  she 
crot  from  her  husband,  and  as,  for  her,  the  disease  is 
painful  sitting,  I  think  she  is  quite  right  as  to  its  cause. 
Somehow  or  other,  this  kick  was  connected  with  an  attack 
of  perimetritis,  an  attack  of  inflammation  around  the  womb, 
inflammation  affecting  the  serous  membrane,  inflammation 
leadincr  to  the  fixation  of  the  uterus  which  we  found  ;  and 
so  far^'as  her  disease  consists  in  painful  sitting,  this  inflam- 
mation is  the  cause  of  her  disease.  Attacks  of  mflamma- 
tion  apart  from  violence,  are  quite  common  in  connection 
with  cancer  of  the  womb.  This  woman^s  suff-erings  are 
caused  by  inflammation  around  the  womb  in  the  early  stage 
of  cancer  of  its  neck.  Now,  I  wish  you  to  observe  how 
clearlv  in  this  case  the  nature  of  the  disease  was  made  out. 
Firstly  a  cancerous  uterus  is  not  a  tender  one.  This  woman  s 
uterus  was  not  tender  where  it  was  cancerous  ;  it  was  the 
:;e"hborhood  of  the  uterus  that  was  the  seat  of  the  tender- 
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ness,  tlie  seat  of  the  inflammation.    When  the  perineum 
of  this  woman  was  pressed  by  the  hand,  while  she  was 
lying  on  her  side,  she  at  once  recognized  the  pain  of  sitting. 
She  felt  the  same  pain  as  when  the  perineum  was  pressed 
upon  by  the  seat.    She  had  not  the  pain  when  she  lay 
down  or  when  she  was  standing.    Following  up  the  pain, 
the  finger  was  introduced  into  the  vagina,  and  found  the 
same  pain  was  produced  by  pressing  upon  the  inflamed  and 
tender  parts  of  the  womb.     There  could  thus  be  no  doubt 
of  .  the  nature  of  the  disease.    Of  this  part  of  her  disease — 
wliich,  unfortunately  for  the  woman,  is  not  the  major  part — 
she  will  get  rid  by  suitable  treatment,  especially  by  continued 
lying  in  bed.    She  is,  indeed,  already  nearly  well. 

In  connection  with  this  case  I  shall  state  the  theory  of  this 
painful  sitting  ;  and  a  very  easy  experiment  explains  it.  It  is 
not  generally  recognized  that  the  bowels  are  pressed  upon 
by  sitting ;  ■  but  it  is  a  fact,  as  this  case  illustrates.  When  a 
woman  sits  upon  a  seat,  the  pressure  upon  her  buttocks,  even 
although  the  deeper  parts  are  protected  by  the  tuberosities 
of  the  ischia,  communicates  pressure  to  the  deepest  parts 
in  the  pelvis  ;  and  if  these  parts  are  tender,  pain  is  the 
result.  The  experiment  that  I  alluded  to,  as  demonstrating 
what  I  have  just  said,  is  to  place  the  hand  upon  the  hypogas^ 
trium  while  the  perineum  is  exposed.  If  you  press  'the 
hand  in  the  direction  of  the  axis  of  the  brim,  you  push 
down  the  perineum  and  the  hips.  A  very  slight  pressure 
upon  the  hypogastrium  makes  the  perineum  bulge,  makes 
the  buttocks  descend.  Of  course,  when  the  hips  are' pressed 
upwards,  or  the  perineum  is  pressed  upwards,  you  have  an 
mfluence  which  is,  in  lil^e  manner,  communicated  back  to 
the  hypogastrium;  and  thus  you  have  pain  if  the  parts 
are  mflamed.  This  is  illustrated  in  many  cases  of  ovaritis 
and  m  metritis  of  all  kinds.  This  part  of  painful  sitting  is 
a  separate  thmg  from  the  injurious  influence  of  sitting  That  I 
am  not  speaking  about.  The  injurious  influence  of  sitting  is  a 
subject  I  may  illustrate  at  some  other  lecture.  What  I 
am  speakmg  of_  now  is  painful  sitting,  and  the  injurious 
influence  of  sittmg  is  a  much  wider  subject  than  that  I 
am  now  considering. 
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I  go  on,  now,  to  another  set  of  diseases,  connected  with  the 
coccyx,  which  diseases  are  not  jjeculiar  to  women,  but  are, 
I  believe,  much  more  frequent  in  women  than  in  men  ;  and 
they  have  got  a  collective  name,  which  is  also  an  artificial, 
not  a  pathological  name — Coccygodynia.    Now,  the  pathology 
of  this  deparment  of  painful  sitting  is  so  far  advanced  that  I 
recommend  you  to  give  up  the  use  of  this  name  except  as 
a  proper  word  to  express  pain  in  the  coccyx,  for  which 
no  further  explanation  can  be  given.    That  is  to  say,  it 
is  a  neuralgia  ;  perhaps  not  a  pure  or  simple  neuralgia,  but  yet 
a  neuralgia ;   and  a  neuralgia  is,  in  the  majority  of  cases,  a 
disease  of  which  no  further  explanation  can  be  given.  Indeed, 
many  of  the  cases  usually  included  under  coccygodynia  are 
not  diseases  of  the  coccyx  at  all. 

This  coccygodynia  is  not  without  its  analogues.  For, 
apparently  in  connection  with  some  disorders  of  the  stomach, 
the  xyphoid  cartilage  becomes  tender,  and  pressure  on  it  or 
movement  of  it  is  painful;  and  this  state  sometimes  causes 
alarm  to  the  sufferer. 

Occasionally  the  coccyx  is  the  seat  of  inflammation  ;  or  its 
periosteum  gets  inflamed  ;   and  you  have  abscess  around  it. 
Of  that  disease  I  have  not  seen  an  example,  but  I  have  seen 
enough  to  show  me  that  such  a  disease  may  exist.    I  have,  for 
instance,  seen  a  periosteal  abscess  extending  from  the  point  of 
the  coccyx  to  the  base  of  the  sacrum,  the  whole  length,  which 
shows  that  such  a  disease  as  inflammation  and  abscess  of 
ihe  coccyx  may  occur.    There  is  no  doubt,  indeed,  that 
it  has  occurred.    But  the  commonest  cases  of  neuralgia  ot  tlie 
coccyx  or  of  true  coccygodynia.  although  they  have  tenderness, 
or  rather  sensitiveness,  as  a  symptom,  have  no  inflammation,  no 
inflammatory  tenderness.    Now,  this  disease  is  common,  and 
it  is  common  in  men  as  well  as  in  women.    I  have  seen 
cases  of  it  in  men,  although  I  come  very  little  m  contact 
with  that  sex.    In  men  it  generally  arises  from  constipation  or 
some  disorder  of  the  rectum,  such  as  hsemorrhoidal  congestion 
I  may  mention  an  example  of  it  as  it  occurs  in  women.  A 
young  lady  in  her  first  pregnancy,  enjoying  perfect  heal  h 
Lssent  to  me,  only  two  days  ago,  by  her 
could  not  sit.    When  she  came  into  my  room  she  laughingly  said 
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it  was  an  absurd  complaint ;  but  she  could  not  sit.  It  was  easy 
to  make  out  that  she  had  this  tenderness — not  inflammatory 
tenderness — this  sensitiveness,  rather,  of  the  coccyx.  Now, 
this  disease  is  generally  easily  cured,  or  rather  it  goes  away,  and 
the  treatment  of  it  is  scarcely  worth  describing.  It  is  the  use 
of  laxatives,  hot  bathing,  sedative  applications.  In  a  severe 
and  persistent  case  you  may  try  the  hypodermic  injection 
of  morphia,  and  it  has  been  said  to  cure  the  disease.  Whether 
it  has  done  so  or  not  I  shall  not  undertake  to  say ;  perhaps 
time  would  have  cured  it  equally  efficiently.  The  disease 
is  essentially  a  come-and-go  disease,  and  it  is  very  difficult  to 
judge  in  such  diseases  what  is  to  be  attributed  to  treatment 
and  what  to  time,  or  to  amelioration  of  general  health. 
These  are  the  commonest  cases.  Other  cases,  however,  are 
not  rare ;  they  arise  chiefly  from  injury,  and  the  sacro-coc- 
cygeal  joint  seems  to  be  affected,  and  still  more  its  ligaments, 
and  the  sacro-sciatic  ligaments  especially.  Of  this  affection 
I  shall  give  you  an  excellent  example. 

Mrs  L.,  aged  thirty-two,  married  for  two  years  ;  had  her  first 
child  nine  months  ago  ;  during  the  second  stage  of  lahour  she 
had  intense  suffering,  especially  during  pains,  in  the  region  of 
the  coccyx,  where  she  has  still  all  that  she  complains  of.  Ever 
since  her  confinement  she  has  had  the  pain  very  severely 
during  defecation  ;  but  now  it  is  less  than  it  was  at  first. 
When  she  began  to  get  up,  sitting  brought  on  the  pain,  and 
she  had  to  give  it  up  entirely ;  but  lately  the  pain  in  sitting 
has  diminished,  and  now  it  is  entirely  gone.  On  examination, 
the  coccygeal  region  is  easily  identified  as  the  seat  of  all  the 
pain.  There  is  no  swelling  nor  dislocation  of  the  bone. 
Pressing  on  it  increasing  flexion,  as  in  sitting,  causes  now 
no  pain;  it  did  so  at  lu'st  when  the  parts  were  more  tender; 
but  extension  so  as  to  bring  the  least  tightness  of  the  sacro- 
sciatic  ligaments  brings  on  the  well-known  pain.  Pressure 
on  the  ligaments  themselves,  to  tighten  them,  also  induces  the 
pain. 

This  is  a  very  clear  case,  and  the  disease  is  gradually  dis- 
appearing. The  only  pain  that  remains  is  produced  by 
stretching  the  sacro-sciatic  ligaments.  I  have  no  doubt  that 
the  disease  in  this  woman  is  some  sort  of  inflammatory 
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rheumatic  condition  of  these  ligaments.    Neitlier  have  I  any 
donbt  that  she  will  get  quite  well :  she  is  in  the  process  of 
getting  well.     You  observe  that,  in  this  case,  the  disease  was 
brought  on  by  injury  sustained  during  labour.    This  intelligent 
woman's  account  of  the  second  stage  of  her  labour,  and  of  the 
pain  in  the  coccyx,  leaves  no  room  for  doubt  that  then  the 
disease  was  produced.    The  pain  she  suffers  now  is  the  same 
she  suffered  then — only  much  less.    This  case  I  recommended 
to  be  treated  by  hot  bathing,  by  keeping  the  bowels  easy,  so  that 
large  masses  of  fceces  might  not  descend  and  cause  great 
extension  of  the  coccyx,     ISTo  more  treatment  was  demanded, 
because  the  case  was  progressing  slowly  in  a  very  satisfactory 
manner.    Should  it  prove  obstinate,  I  should  be  inclined  to 
recommend  to  this  woman  to  have  the  sacro-sciatic  ligaments 
divided  at  their  attachments  to  the  coccyx — an  experiment 
which  is  well  worth  trying.    It  has  frequently  failed  to  cure 
this  disease ;  but  then  its  failure  may  be  because  the  treatment 
was  used  in  cases  for  which  it  was  not  appropriate.  This 
disease  is  only  in  that  condition  of  progress  in  which  we  are 
differentiating  the  various  kinds  of  it.    You  are  not  therefore 
to  condemn  this  treatment  altogether  on  account  of  its  failures, 
till  the  disease  is  much  better  known  and  the  proper  cases 
for  this  operation  of  dividing  the  ligaments  are  made  out ;  if 
there  are  any  proper  cases.     Its  success  in  some  cases  surely 
indicates  that  there  are  proper  cases.    I  should  be  inclined  in 
the  case  of  this  lady  to  recommend  its  trial  if  the  disease 
proves  inveterate. 

Before  I  pass  further  on,  I  shall  make  a  statement  to  show 
you  how  imperfect  yet  is  our  knowledge  of  this  disease.  An 
eminent  author,  calling  this  disease  cocoygodynia,  which 
indicates  the  want  of  recognition  of  the  various  diseases 
included  under  that  name,  says  that  a  characteristic  of  it  is 
that  while  pressing  upwards  or  from  the  outside  is  painful, 
pressing  downwards  or  from  the  inside,  producing  extension,  is 
not  painful.  The  opposite  was  the  condition  of  the  patient  in 
the  case  I  have  been  describing  to  you,  and  the  opposite  is  the 
condition  I  should  write  down  if  I  were  making  such  a  general 
statement.  I  should  rather  be  inclined  to  say  that  you  had 
always  pain  from  pressure  extending  the  coccyx,  pressing  from 
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within;  only  occasionally  pain  from  pressure  pushing  tlie 
coccyx  upwards,  or  flexing  it  by  pressure  from  without,  as  was 
true  of  the  earlier  part  of  the  history  of  our  case. 

I  come  now  to  another  disease,  of  which  we  happened  to 
have  two  examples  in  "  Martha  "  almost  at  the  same  time- 
indeed,  I  think  they  were  the  same  day— dislocation  of  the 
coccyx.  In  these  dislocations  you  have  no  pain,  you  have  no 
tenderness :  you  have  merely  inconvenience  which  amounts  to 
pain,  inconvenience  arising  from  the  abnormal  position  of  the 
coccyx,  and  which  you  will  see  admirably  illustrated  in  the 
dislocation  forwards  which  I  am  to  read  to  you  presently.  It 
would  surely  be  a  great  mistake  to  call  this  disease  coccygodynia. 
When  a  man  has  a  dislocated  arm  you  do  not  call  it  omodynia ; 
neither  should  you  call  this  coccygodynia  ;  it  is  dislocation  of 
the  coccyx.  The  first  case,  E.  G.,  aged  thirty-seven,  was 
admitted  into  "  Martha  "  for  carcinoma  uteri.  She  made  no 
complaint  of  her  coccygeal  region  till  her  attention  was  called 
to  it.  Then  she  described  herself  as  aware  of  something 
wrong  there ;  and  this  had  troubled  her  only  since  her  last 
confinement,  when  she  was  delivered  by  instruments  at  the  end 
of  the  seventh  month  of  pregnancy.  The  coccyx  is  dislocated 
backwards,  and  is  in  a  state  of  great  unnatural  flexion  ;  it  is 
only  slightly  mobile.  This  case,  you  see,  is,  like  the  last,  a 
traumatic  case  ;  but  it  is  also  very  unlike  the  last,  for  in  this 
case  you  have  no  kind  of  inflammation  ;  you  have  merely  a 
dislocated  coccyx.  Dislocation  is  recognized  by  feeling 
externally  the  base  of  the  coccyx,  by  passing  the  finger  into 
the  rectum,  and  feeling  internally  the  point  of  the  sacrum. 
Two  parts  which  ought  to  be  in  contact  are  separate  from  one 
another,  and  the  dislocation  is  backwards.  In  this  dislocation 
backwards  the  coccyx  is  flexed.  In  this  case  nothing  was 
done.  It  is  recommended  by  some  authors  to  reduce  such  an 
old  dislocation.  But  it  is  a  difi'erent  thing  to  do  it.  Indeed  it 
caimot  be  done.  At  the  time  of  the  accident,  possibly,  it  could 
easily  have  been  done  ;  now  the  attempt  would  be  vain.  The 
hold  you  can  get  of  the  part  is  so  slight  that  you  can  exert  no 
adequate  pressure  to  tear  up  all  the  connections  that  are  now 
formed  in  the  situation  of  the  sacro-coccygeal  joint.  Eeduction, 
I  believe,  if  it  is  ever  to  be  successful,  must  be  done  either 
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after  dividing  the  connections  between  the  sacrum  and  coccyx, 
or  at  the  very  time  of  the  accident. 

The  next  case  I  have  to  give  you  is  a  case  of  dislocation 
forwards,  and  you  will  see  that  this  is  a  much  more  impor- 
tant accident.  The  dislocation  forwards  in  the  case  I  am  to 
read  was  traumatic,  as  in  the  last  case.  Mrs.  IST.,  aged  thirty- 
eight,  married  for  three  years  and  a  half.  Has  had  three 
children.  During  her  last  confinement  she  required  some 
extraordinary  assistance,  which  she  could  not  describe  to  make 
intelligible.  Ever  since  that  time  she  has  had  pain  in  what 
she  calls  her  "tail."  The  pain  is  now  almost  gone,  and  she 
would  say  nothing  of  it  were  it  not  that  sitting  brings  it  on ; 
and  she  wishes  to  have  her  power  of  sitting  restored.  On 
examination,  the  coccyx  is  found  in  a  position  of  extension, 
pointing  downwards  and  projecting  against  the  skin ;  it  is  not 
tender.  Further  examination  finds  its  motion  very  restricted, 
and  that  it  is  dislocated  forwards.  You  can  easily  understand 
that  dislocation  backwards  with  flexion  is  a  comparatively 
innocent  matter ;  but  if  you  have  dislocation  forwards,  and  the 
coccyx  pointing  down  upon  the  perineum,  as  it  did  in  this 
lady,  pain  and  aching  will  arise  from  sitting  upon  the  point  of 
the  coccyx  stuck  into  the  seat,  if  she  sits  otherwise  than  upon 
a  single  ischium.  All  patients  suffering  from  this  disease  or 
any  of  the  allied  diseases  sit  in  a  peculiar  manner  upon  the 
edge  of  the  chair,  resting  upon  one  ischium  (next  the  chair). 
In  this  way  they  escape  the  pressure  upon  the  perineum. 
Surely  it  is  extremely  desirable  that  this  disability  should  be 
cured.  In  this  case  I  made  no  recommendation  but  one.  The 
only  thing  that  could  cure  tliis  woman  was  to  remove  the 
bone,  or  at  least  to  set  it  free  :  to  put  it  into  some  other 
position.  I  should  think  the  simplest  matter  would  be  to  take 
it  away  altogether.  In  a  case  like  this,  did  the  woman  not 
get  accustomed  to  the  state  in  which  she  is,  I  should  certainly 
have  no  hesitation  in  dividing  the  connections  of  the  sacrum 
and  coccyx,  putting  the  coccyx  into  a  more  convenient  position, 
or  removing  it  altogether. 

Eemoving  the  coccyx  altogether  has  been  recommended  for 
coccygodynia,  in  a  general  or  comprehensive  sense,  and  I 
am  not  to  advise  you  never  to  resort  to  it.    As  little  do  I 
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advise  you  to  resort  to  it ;  because,  so  far  as  I  know  of  it — 
and  I  do  know  some  cases — it  has  proved  an  extremely  un- 
satisfactory proceeding,  In  the  case  of  this  lady,  I  have  no 
doubt  it  would  be  satisfactory,  and  cure  her  with  very  little 
risk ;  almost  none.  As  I  have  already  said,  the  various  con- 
ditions of  painful  sitting  are  not  sufficiently  recognized  to 
enable  us  to  say  that  coccygodynia  is  to  be  treated  in  any,  as 
yet  undefined,  class  of  cases  by  excision  of  the  coccyx.  This 
is  not  a  case  of  coccygodynia ;  it  is  a  case  of  dislocation  of 
the  coccyx,  with  manifest  easily-accounted-for  painful  sitting, 
and  with  a  manifest  cure  to  come  from  cutting  out  the 
offending  bone. 

I  now  come  to  do  little  more  than  mention  a  very  interest- 
ing case  of  fracture  of  the  sacrum  and  dislocation  of  the  lower 
part,  which  made  sitting  impossible,  and  produced  difficult 
walking  for  a  long  time,  M.  B.,  aged  forty-seven.  Eight 
months  ago  she  fell  from  a  ladder  some  twelve  feet,  on  her 
sacrum.  She  was  confined  to  bed  in  consequence  for  a  fort- 
night, having  been  picked  up  senseless.  After  this  she  was 
able  to  walk,  but  not  so  well  as  formerly.  She  has  had 
difficulty  and  pain  in  defascation  ever  since.  Complains  of 
pain  in  her  sacrum.  The  upper  bones  of  the  sacrum  are 
normal,  but  at  the  junction  between  the  third  and  fourth 
there  is  a  sharp  angle — a  little  more  than  a  right  angle — 
formed  by  the  unnatural  projection  forwards  of  the  lower  two 
bones  of  the  sacrum  and  the  coccyx,  which  latter  is  itself 
movable.  The  uterus  is  in  normal  position  and  direction,  but 
with  mobility  much  impaired.  The  right  side  of  the  pelvic 
cavity  is  natural,  but  on  the  left  and  behind  is  a  dense 
nodulated  hardness.  Per  rectum,  the  angle  of  the  sacrum  can 
be  distinctly  felt,  the  fourth  sacral  vertebra  being  dislocated 
iorwards,  the  dislocated  portion  being  directed  to  the  left. 
The  rectum  runs  to  the  right  of  this  part  of  the  sacrum,  and 
the  induration  above  mentioned  apparently  starts  from  the 
left  side  of  the  sacrum,  though  part  of  it  is  in  front  of  the 
rectum,  between  it  and  the  vagina.  This  is  a  rare  accident— 
the  only  one  I  ever  saw  of  the  kind.  Were  it  not  recognized, 
the  physician  examining  the  internal  organs  might  be  led  to 
form  very  erroneous  ideas  as  to  the  nature  of  the  woman's 
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disease ;  but  there  can  be  uo  difficulty,  when  we  recognize  the 
fracture  and  dislocation  of  the  sacrum,  in  ascribing  the  morbid 
conditions  internally  to  the  fracture  and  bad  healing  of  the 
bone.  It  is  evident  that  the  fracture  led  to  some  effusion  on 
the  left  side  of  the  uterus,  and  some  adhesions  in  Douglas's 
space,  causing  hardness.  This  accident,  were  the  woman 
young,  might  produce  very  great  difficulty  in  delivery,  and 
it  would  require  carefid  consideration,  if  a  woman  having  it 
contemplated  marriage ;  still  more  careful  consideration  if 
she  were  in  the  family-way.  On  that  subject  I  have  not 
time  to  enter. 

The  next  case  I  have  to  mention  to  you  is  a  still  rarer  one : 
not  fracture,  but  dislocation  of  the  spine  upon  the  sacrum — 
a  case  of  spondylolisthesis.  This  word  does  not  indicate  the 
region  of  the  affection,  but  its  use  is  confined  to  the  conditions 
I  am  to  describe.  There  is  no  fracture  here,  for  you  have  a 
joint,  and  the  bones  slip  upon  one  another.  The  first  bone  of 
-the  sacrum  and  the  last  lumbar  vertebra  can  be  mutually 
dislocated  without  much  fracture.  There  might  have  been 
fracture,  but  we  found  in  this  case  no  evidence  of  it. 

E.  H.,  aged  sixty-three,  admitted  for  carcinoma  uteri.  She 
had  a  considerable  time  ago  a  fall  from  a  trap-door  on  her 
back,  about  fourteen  feet.    She  was  stunned,  and  afterwards 
could  not  walk  for  many  days.    Ever  since  she  has  had  pains 
all  over  both  legs,  but  no  loss  of  sensation  or  motion.    At  or 
behind  the  first  bone  of  the  sacrum  is  a  prominence,  continued 
downwards  into  a  strong  sacral  convexity  retiring  within  the 
fold  of  the  buttocks,  the  sacrum  being  unnaturally  curved 
forwards    as  a  whole.     The  lumbi^r  spine  is  in  a  state  of 
slight  lordosis.    Nothing  additional  is  made  out  per  vaginam. 
The  conditions  indicate  spondylolisthesis  or  dislocation  for- 
wards of  the  spine  upon  the  sacrum.    But  the  case  may  have 
involved  fracture,  which  is  not  an  essential  part  of  spondylohs- 
thesis.   In  this  the  dislocation  is  rather  the  result  of  a  peculiar 
deformity,  or  imperfection  of  a  vertebra,  with  elongation  of 
the  laniinjE,  than  the  result  of  mere  displacement  with  or 
without  the  fracture. 

Before  concluding  this  lecture,  I  have  a  few  words  to  say 
upon  a  condition  of  the  joints  of  the  pelvis  which  is  rare 
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as  a  disease,  and  which  interferes  with  sitting  and  walking, 
especially  the  latter — that  is,  relaxation  of  the  great  essential 
or  intrinsic  joints  of  the  pelvis,  the  symphysis  pubis,  and  the 
two  sacro-ihac  joints.  These  joints  in  the  end  of  pregnancy 
become  naturally  juicy  and.  loose,  and  a  considerable  increase 
of  motion  is  permitted  in  them.  The  loosening  of  these  joints 
very  rarely  becomes  morbid.  When  morbid,  it  has  been 
found  sometimes,  in  a  few  recorded  cases,  to  be  so  great 
as  to  produce  hopeless  lameness.  The  joints  have  been  so 
relaxed,  and  present  such  an  amount  of  mobility,  that  by  no 
contrivance  can  they  be  fixed  so  as  to  enable  the  woman  to 
stand.  Cases  of  that  kind  are  among  the  greatest  of  rarities, 
but  cases  of  sKght  extraordinary  loosening  are  not  very  rare. 
They  are  recognized  or  diagnosed  with  great  difficulty.  You 
are  led  to  suspect  the  existence  of  the  condition  by  finding 
that  the  disease  dates  from  pregnancy ;  it  may  be  not  from 
the  first  pregnancy.  The  last  case  which  I  saw  was  a  case 
beginning  in  the  second  pregnancy.  The  next  thing  that 
leads  you  to  suspect  the  disease  is  to  find  pain  comjplained  of 
in  the  symphysis  pubis,  or  in  what  the  patient  calls  "  the 
bone,"  in  the  mons  veneris,  and  in  the  two  sacro-iliac  joints, 
or  in  one  of  them.  The  pain  in  the  symphysis  pubis  and  in 
one  of  the  sacro-iliac  joints  almost  invariably  go  together,  but 
both  sacro-iliac  joints  are  not  invariably  affected.  Wliat  is 
the  difficulty  of  recognizing  this  disease  ?  There  is  no  diffi- 
culty in  a  case  of  extreme  relaxation.  Then,  the  woman  can 
find  the  disease  out  for  herself  ;  but  in  a  case  of  slight  relaxa- 
tion it  is  a  matter  of  great  nicety,  and  you  have  frequently  to 
put  the  woman  through  a  variety  of  evolutions  before  you  can 
satisfy  yourself  that  these  joints  are  moving.  I  have  found 
it  generally  vain  to  try  to  make  this  out  in  the  symphysis 
pubis,  partly  on  account  of  the  disagreeableness  of  the  pro- 
ceedings. The  proceedings  are  extremely  indelicate ;  but 
only  in  a  certain  sense,  for  there  is  nothing  truly  indelicate 
that  forms  part  of  a  duty ;  but  they  are  extremely  unpleasant, 
and  the  word  "  indelicate  "  implies  a  part  of  the  unpleasantness. 
Besides,  when  I  have  attempted  to  diagnose  the  movement  of 
the  symphysis,  I  have  been  extremely  ill-satisfied.  In  the 
case  of  the  sacro-ihac  joint  there  is  no  embarrassment;  the 
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difficulty  is  in  being  quite  sure  of  the  movement.    In  a 
healthy  woman  you  can  make  out  no  movement,  or  almost 
none.    You   start   from  that.     If,  then,  you  find  distinct 
movement,  you  may  be  sure  that  there  is  this  morbid  con- 
dition.   This  distinct  movement  is  best  ascertained  by  placing 
the  left  hand  below  the  sacro-iliac  joints  (the  woman  lying  on 
your  hand),  ^and  pressing  one  or  other  haunch-bone  by  the 
right  hand,  while  the  woman  lies  quite  still  on  her  back :  the 
left  hand,  feeling  simultaneously  the  spines  of  the  sacrum  and 
of  an  ilium  or  of  both  ilia,  makes  out  the  movement  of  the 
one  on  the  other.    I  advise  you  not  to  be  sure  you  make  it 
ovit  till  you  have  perfectly  satisfied  yourself.    Supposing  you 
make  it  out,  is  there  anything  to  be  done  ?    Like  many 
others,  this  disease  is  fortunately  often  spontaneously  cured. 
It  is  natural  to  expect  that,  as  in  a  cow,  the  moving  huckle- 
bones  get  fixed  again  after  parturition,  so  in  a  woman  the 
movable  haunch-bones  will  get  fixed  after  parturition;  and 
the  same  may  happen  more  slowly  in  the  extraordinary  or 
morbid  cases  I  am  describing.    In  such  cases  I  have  always 
encouraged  a  woman  to  walk,  to  brave  out  the  pain  if  she  can, 
because  the  irritation  produced  by  the  walking  may  conduce  to 
the  refixation  of  the  joint.    Cases  of  this  kind  do  get  better. 
The  bones  do  get  fixed  again.    Until  they  get  fixed  there  is 
one  means  which  is  of  great  value — that  is,  a  very  firm  bandage 
around  the  pelvis.    You  give  an  artificial  fixedness.  Now, 
you  will  find  it  very  difficult  to  get  a  woman  to  wear  this 
bandage,  because  it  is  extremely  unpleasant  in  itself  ;  and  it  is 
only  after  she  has  found  the  advantage  of  it  that  she  will 
consent  to  wear  it.    The  bandage  must  be  made,  not  of 
ordinary  bandage  materials,  but  of  horse-girth  stuff.    This  is 
put  round  the  pelvis,  and  strapped  as  tightly  as  the  woman 
can  endure  ;  and  if  it  is  to  be  of  any  use  it  must  be  incon- 
venient, because,  in  order  to  be  fixed  upon  the  proper  part, 
it  must  descend  to  a  considerable  extent  upon  her  limbs— that 
is  to  say,  it  must  come  down  to,  or  even  a  little  below,  the 
trochanter  major,— and  this  makes  walking  very  disagreeable. 
I  have  seen  cases  in  intelligent  women  where  I  can  have  no 
doubt  of  the  real  advantage  of  this  bandage— where,  indeed 
the  women  could  not  walk  without  it.    In  many  it  does  good 
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as  a  placebo,  or  as  giving  a  feeling,  tliougli  a  false  one,  of 
security. 

Painful  sitting  and  walking  frequently  arise  from  a  rheumatic 
condition  of  one  or  of  both  sacro-iliac  joints,  in  men  as  well  as 
women.  This  is  much  more  common  than  pain  from  increased 
and  unnatural  mobility ;  and  it  may  have  no  connection  with 
a  previous  pregnancy  and  parturition,  as  the  increased  mobility 
has.  And  you  must  keep  in  mind  that  this  great  pain  is 
often  erroneously  interpreted  as  being  a  symptom  indicative  of 
uterine  disease — catarrh  or  displacement — while  it  is  really  a 
local  joint  affection.  Its  occurring  in  men  is  instructive  ;  and 
instruction  is  needed,  for  mistake  leads  to  bad  management  or 
injurious  practice. 


LECTUEE  XXX. 


ON  ACHING  KIDNEY— PYONEPHROSIS— STEICTURE 

OF  URETHRA. 

The  first  subject  of  this  lecture  is  Aching  Kidney.  I  shall 
read  to  you  no  individual  case  of  this  disease,  because,  in 
the  class  of  patients  that  come  to  St.  Bartholomew's  it  is  not 
considered  grievous  enough  to  secure  a  bed  in  the  hospital. 
Among  the  better  classes,  where  diseases  are  often  unjustly 
appraised,  it  is  regarded  as  of  the  greatest  importance  and 
interest.  We  have  had  many  cases  in  "  Martha  "  of  aching 
kidney,  but  in  them  this  affection  has  been  merely  an  epiphe- 
nomenon,  or  a  part  of  other  diseased  conditions. 

This  disease  is  sometimes,  both  in  men  and  women,  very 
easily  recognized.    There  are  achings  in  cases  of   what  is 
called  floating  kidney.    The  patient  can  put  her  hand  upon 
the  lump,  and  say,  "  Here  is  the  pain,"  and  there  is  no  difficulty 
in  recognizing  the  disease.    But  there  are  some  cases  in  wliich 
the  disease  is  difficult  to  identify.    In  pregnancy,  for  instance, 
right  or  left  hypochondriac  pain  is  very  frequent.    In  many 
cases  I  have  been  able  to  be  quite  sure,  from  the  history  before 
and  after  pregnancy,  that  the  disease  was  not  to  be  classified 
in  the  vague  way  that  is  implied  in  giving  it  the  name  of 
hypochondriac  pain,  but  that  it  was  really  aching  kidney.  In 
pregnancy  you  have  opposite  conditions  to  those  in  floating 
kidney  in  ordinary  circumstances,  for  if  pregnancy  is  advanced, 
you  cannot  get  at  the  kidney  to  feel  it  and  identify  its  position. 
Here  I  may  remark  that,  while  the  disease  often  occurs  in 
pregnancy,  yet  some  women  who  are  liable  to  it  do  not  suffer 
while  in  that  condition.    A  patient,  now  under  my  care,  has 
tender  aching  right  kidney,  which  began  fourteen  days  after 
last  confinement.    Before  her  recent  pregnancy  began  she  had 


ACHING  KIDNEY. 


271 


had  two  attacks  of  it;  but  during  pregnancy  she  enjoyed 
perfect  healtli. 

The  disease  in  women  is  not  a  rare  one,  and  its  characters 
are  the  following : — One  or  other  kidney  is  the  seat  of  pain. 
It  is  not  a  neuralgic  pain  ;  it  is  a  heavy,  wearying  pain,  deep 
in  the  side.  It  is  in  the  region  of  the  kidney,  and  in  many 
cases  (as  I  shall  presently  tell  you)  you  can  easily  identify  it 
as  being  in  the  kidney  itself.  It  is  not  generally  that  kidney 
pain  which  is  a  familiar  symptom  of  calculus.  In  such  cases 
the  pain  is  of  the  pelvis  of  the  kidney.  You  have  in  the  region 
of  the  small  ribs,  posteriorly,  a  boring,  or  a  nail-like  pain. 
Patients  with  aching  Iddnoy  generally  point  to  the  hypochon- 
driac region,  not  to  the  back,  as  they  often  do  in  cases  of 
calculus  in  the  kidney. 

This  renal  pain  is  frequently  accompanied  by  pain  in  the 
corresponding  lower  limb,  referred  most  frequently  to  the 
course  of  the  sciatic  nerve,  sometimes  to  the  course  of  the 
anterior  crural.  The  pain  is  often  accompanied  (and  you  will 
find  this  to  prevail  throughout  all  the  subjects  of  this  lecture) 
by  irritability — I  do  not  say  disease — of  the  bladder  ;  and  it  is 
frequently  accompanied  by  pain  in  the  course  of  the  ureter 
corresponding  to  the  kidney  affected. 

The  renal  pain  is  not  rarely  present  only  during  the  monthly 
periods ;  and  when  it  is  present  only  during  the  monthly 
periods  it  may  be  classed  with  that  disease,  which  is  very  ill- 
defined,  called  dysmenorrhoea.  It  should  never  be  placed  there, 
unless  you  wish  to  use  the  word  dysmenorrhoea  in  a  very  wide 
sense.  If  we  use  the  word  as  including  aching  kidney,  we 
might  as  well  use  it  as  including  headache — a  use  which  would 
be  in  accordance  with  what  is  extensively  done  by  writers. 
This  renal  disease  often  eludes  the  examination  of  the  physi- 
cian, because  it  occurs,  in  many  cases,  only  during  the  monthly 
periods.  In  all  cases  it  is  then  aggravated.  I  do  not  think  I 
have  ever  seen  a  case  in  which  the  patient  did  not  volunteer 
the  statement  that  the  pain  was  worse  at  the  monthly  time. 

l^ow,  you  naturally  ask.  What  has  the  kidney  to  do 
with  the  menstrual  function?  And  upon  this  interesting 
subject  I  shall  make  a  few  remarks  before  I  go  further.  Em- 
bryologically  the  urinary  and  the  genital  organs  are  closely 
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connected.    That  you  all  know,  and  I  have  not  time  now  to 
enter  upon  the  embryology  of  the  subject.    As  the  genito- 
urinary organs  become  developed  they  get  separated  from  one 
another,  and  their  close  connection  does  not  strike  the  student 
of  adult  human  anatomy,  forgetting  the  anatomy  of  the  embryo. 
But  in  the  adult  you  occasionally  find  the  proximity  of  the 
organs  maintained.    The  kidneys  are  sometimes  found  in  the 
pelvis,  and  cases  are  recorded  where  kidneys  in  the  pelvis, 
maintaining  their  proximity  to  the  genital  organs,  have  been 
the  cause  of  difficulty  in  labour.    Now,  not  only  have  these 
two  organs  an  embryological  or  developmental  connection,  but 
they  have  an  intimate  connection  in  pathology.    Of  that  con- 
nection the  disease  I  am  now  speaking  of  is  an  example ;  and 
I  shall  give  you  another  example,  merely  mentioning  it.  A 
woman,  after  abortion  or  delivery  at  the  full  time,  has  an  attack 
of  parametritis.    This  parametritis  extends ,  and  a  favourite 
extension,  as  everybody  knows,  is  along  the  cellular  tissue  in  front 
ot  the  psoas  muscle  and  up  to  the  suet.    Cases  have  been  very 
carefully  observed  where  there  could  be  no  doubt  that  an  abscess 
of  the  suet  was  the  result  of  inflammation  of  the  womb — 
following    an    operation — following    an    abortion — following 
delivery  at  the  full  time.    This  is  another  pathological  connec- 
tion between  these  parts,  and  I  might  give  you  more;  for 
analogous  inflammations  are  observed  in  the  virgin.  It  is  worth 
while  to  add  that  I  have  not  distinctly  traced  the  reverse  morbid- 
influence,  or  renal  affections  producing  pain  or  disorder  of  the 
genital  organs. 

It  is  not  usual  to  find  both  kidneys  aching,  and  I  guess— I 
can  use  no  stronger  word — that  the  left  kidney  is  more 
frequently  the  seat  of  disease  than  the  right  one.  You  are 
not  left  in  your  diagnosis,  in  all  cases,  merely  to  identification 
of  the  seat  of  the  pain,  although  that  may  be  sufficient. 
Frequently  in  the  region  of  the  pain  you  can  find  distinct 
fulness  ;  that  is  a  very  important  physical  condition,  that  I 
have  not  time  to  explain  to  you.  It  can  scarcely  be  made  ont 
in  a  fat  woman ;  but  in  many  cases  this  condition  of  fulness 
over  the  affected  kidney  is  easily  recognized.  In  addition, 
swelling  of  the  kidney  or  of  the  suet,  or  of  both,  is  not  rarely 
to  be  made  out.    The  physical  examination  of  the  kidney  is 
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too  uracil  neglected.  It  is  not  in  floating  kidney  only  that 
you  can  feel  the  organ.  In  many  women  who  are  not  nervous, 
yielding  themselves  freely  to  examination,  and  who  are  not 
fat,  you  can  feel  the  kidney  with  distinctness ;  and  in  cases 
of  this  kind  you  can  frequently  make  out,  as  I  have  said, 
that  there  is  a  swelling  of  the  kidney  or  of  the  suet,  or  of 
both.  There  is  also  generally  tenderness,  sometimes  great 
tenderness. 

N"ow  you  can  scarcely  mistake  this  disease,  in  a  good 
example,  for  any  other.  The  diseases  with  which  you  are 
liable  to  confound  it  are  pyelitis  and  calculus ;  and  the  diag- 
nosis is  to  be  made  out  mostly  on  the  following  grounds  :  In 
pyelitis  and  in  calculus  the  pain  is  more  constant;  and  in 
pyelitis  the  disease  may  go  on  acutely  with  fever.  Both  these 
characters  may  be  absent — and,  indeed,  are  generally  absent — 
in  the  case  of  achiug  kidney.  In  pyelitis  and  in  calculus  you 
generally  have  pus  in  the  urine  in  greater  or  less  quantity ; 
it  may  be  very  little.  In  calculus  you  generally  have,  in  the 
history  of  the  woman^  blood  in  the  urine  ;  and  this  is  generally 
connected  with  some  violence  in  the  way  of  exercise,  such  as 
riding  in  a  rough  cab  or  having  a  fall.  In  the  case  also  of 
aching  kidney,  exercise  frequently  aggravates  the  disease. 
You  can  easily  understand  that  a  woman  talcing  rough  exercise, 
as  in  an  ill-built  cab,  will  feel  an  achiug,  tender,  kidney  irritated 
by  the  exercise.  But  this  is  not  a  very  well-marked  symptom. 
Most  women  who  have  aching  kidney  do  not  complain  of 
exercise,  although  some  do.  Aching  kidney  is  a  disease  of 
much  less  gravity,  and  more  amenable  to  treatment,  than 
pyelitis  or  calculus. 

The  treatment  is  to  be  conducted  on  the  general  principles 
of  the  therapeutics  of  neuralgia  or  slight  hyperemia;  and 
these  two  conditions  are  not  so  very  remote  from  one  another 
as  may  at  first  sight  appear.  A  neuralgia  sounds  as  if  it  were 
something  quite  different  from  a  hypersemic  condition ;  but 
that  has  to  be  proved.  The  remedies  I  have  found  of  most 
service  in  simple  cases  of  this  kind  are  tonic  regimen  and 
tonic  medicines,  especially  iron,  in  the  form  of  the  tincture 
of  the  perchloride,  combined  with  mild  diuretics  in  smaU 
quantity,  and  especially  the  common  sweet  spirits  of  nitre. 
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Before  I  leave  this  subject  I  have  to  make  a  statement 
about  the  importance  of  this  disease — a  statement  that  gives 
it  a  greater  importance  in  exceptional  cases  than  it  has  in  the 
general  run.    At  present  I  have  three  cases  under  my  care 
where  aching  kidney  was  easily  diagnosed.    In  one  of  them 
there  are  occasional  appearances  in  the  urine  of  a  small 
quantity  of  albumen.    These  occasional  appearances  of  albumen 
are  discovered  by  being  looked  for;  and  the  looking  for  is 
stimulated  by  the  occurrence  of  general  ill-defined  illness,  or 
bad  headache,  or  sometliing  of  that  kind,  which  leads  you  to 
inquire  into  the  condition  of  the  urine  in  a  woman  who  has 
aching  kidney.    In  a  few  cases  of  aching  kidney  of  this  kind 
I  have  detected  the  repeated  occurrence  of  albumen  in  the 
urine.     It  occurs  in  generally  small  quantity,  but  quite 
distinctly,  and  it  occurs  either  without  any  casts,  or  with  few. 
I  have  under  my  care  at  present  a  sufierer  from  aching  kidney 
who  recently  became  pregnant,  who  went  on  in  pregnancy  for 
four  months,  and  then  albumen  a.ppeared  in  her  urine  in  small 
quantity.    It  appeared  without  any  aching  in  the  kidney,  and 
it  was  not  in  the  form  or  under  the  circumstances  in  which  it 
causes  very  great  alarm.    It  was  a  repetition  of  what  had 
occurred  long  before  her  pregnancy,  while  her  kidney  ached 
severely     The  albumen  disappeared  from  the  urine  entirely  m 
about  ten  days.      She  was  then  supposed,  and  supposed 
herself,  to  be  doing  remarkably  well,  when  a  miscarriage 
occurred.    Just  as  the  albumen  had  distinct  connection  with 
the  aching  kidney,  so  had  the  miscarriage.    The  miscarriage 
was  caused,  no  doubt,  by  the  death  of  the  foetus ;  the  death  of 
the  fcEtus  was  caused  by  disease  of  the  placenta ;  the  disease 
of  the  placenta  was  connected  with  a  morbid  or  watery 
condition  of  the  blood,  which  was  probably  present  m  this 
delicate  woman  in  an  exaggerated  state.    The  disease  of  the 
placenta  showed  itself  by  the  production  of  — e^^^^^^^^^^^ 
mtches      These  yellow  patches  are  decolorized  cotyledons, 
iS  have  been  thrombosed  previously  and  rendered  useless 
to  the  fcBtus.    The  cotyledons  in  this  woman's  placenta  became 
thrombosed  one  after  another,  until  ^1- pl-ef  was  redu^ 
in  useful  area  to  such  an  extent  as  to  lead  to  the  death  of  the 
Lus    and  this  thrombosis  of  the  placenta  had,  no  doubt,  an 
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intimate  connection  with  the  morbid  condition  of  the  kidney 
that  I  have  been  mentioning. 

This  condition  of  the  Iddney,  with  persistent  or  intermittent 
albuminuria,  occurring  in  pregnant  women,  is  not  a  rare 
condition,  almost  physiological  or  natural,  and  you  are  to 
distinguish  it  from  the  copious  albuminuria,  often  with  acute 
nephritis,  of  pregnant  and  lying-in  women,  which  is  so 
frequently,  or  almost  invariably,  part  of  the  great  disease 
called  puerperal  eclampsia.  I  am  not  asserting  that  this 
disease  does  not  form  a  minor  degree  of  the  same  disease.  I 
make  no  assertion  about  that ;  but  to  confuse  the  often  con- 
siderable, and  generally  temporary,  albuminuria  I  am  now 
describing  with  the  acute  nephritis  that  leads  to  eclampsia 
would  be  a  great  error.  In  the  pregnant  woman  I  have  been 
speaking  of,  the  disease  was  temporary.  It  no  doubt  partly 
conduced  to  the  death  of  the  fcetus  and  the  miscarriage,  but 
'there  was  no  other  harm  to  the  woman,  nor  indeed  the  slightest 
alarm  from  any  cause. 

That  is  all  I  have  to  say  upon  the  subject  of  aching  kidney  ; 
and  it  brings  me  to  the  subject  of  Pyonephrosis.  The  patient 
whose  case  is  now  to  be  under  consideration,  so  far  as  her 
kidney  was  concerned,  might  be  truly  said  to  be  suffering  from 
aching  kidney.  But  to  give  such  a  mere  nosological  name  to 
her  disease  would  be  an  injurious  proceeding,  not  doing  justice 
to  our  intelligence.  Tor  her  there  was  nothing  but  an  aching 
kidney ;  but  we  could  easily  make  out  that  the  cause  of 
the  acliing  kidney  was  pyonephrosis.  We  do  not  call  it 
hydronephrosis,  because  we  found  that  the  tumour,  which  I 
shall  immediately  describe,  was  full  of  pus.  It  did  not 
fluctuate ;  but  it  presented  the  feeling  of  fluid  all  over. 
Pyonephrosis  and  hydronephrosis  generally  produce  a  lobulated 
semi-soHd  tumour  in  one  or  other  side  of  the  abdomen,  or  nearly 
completely  filHng  the  canity,  as  an  ovarian  tumour  does,  with 
more  or  less  extensive  portions  presenting  the  feeling  of  fluid ; 
and  when  the  tumour  is  tapped,  you  get  out  pus  or  a  filthy  fluid 
often  with  urinous  constituents.  Before  I  read  the  particulars 
of  this  case  to  you,  I  may  premise  that  the  patient  came  into 
"Martha"  not  for  nephrosis,  not  for  aching  kidney,  but  for 
irritable  bladder. 

T  2 
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A.   S.,  aged    nineteen,   was   in   "Martha"    in  October, 
1876,  with  vascular  tumour  of  the  urethra.    It  was  removed, 
and  she  was  discharged  cured  at  the  end  of  the  month.    In  f 
March,  1877,  she  was  again  admitted,  with  recurrence  of  the 
growths  around  the  urethra  and  hymen.  They  were  cauterized, 
and  she  was  discharged  relieved  in  April.    In  May,  1878,  she 
was  again  admitted,  and  this  time  under  my  care.    She  states 
that  a  few  days  after  leaving  the  hospital  her  painful  symptoms 
returned,  and  are  now  worse  than  ever.    She  has  pain  and 
smarting  on  micturition,  and  has  to  pass  water  ahout  every  two 
hours.   Four  months  ago  she  noticed  a  lump  in  her  right  side. 
It  is  gradually  enlarging.    Before  she  discovered  the  lump  she 
suffered  pain  in  the  part  for  two  months.    It  is  constant,  and 
though  never  very  severe,  has  occasional  exacerbations.  The 
mammary  areola  is  of  about  the  area  of  a  shilUng,  and  the 
mammilla  not  larger  than  in  a  male.    In  the  right  flank  is  a 
lobulated  tumour,  the  chief  lobe  or  nodule  of  which  is  just  ' 
below  the  umbilicus,  and  two  inches  to  the  right  side.  There  is 
a  feeling  of  fluid  contents ;  good  resonance  below  the  tumour, 
and  a  streak  of  imperfect  resonance  between  it  and  the  liver. 
Impulse  can  be  most  distinctly  obtained  between  the  renal 
xeoion  behind  and  the  front  of  the  tumoiir.    Around  the 
po°sterior  two-thirds  of  the  orifice  of  the  urethra  there  is 
arranged  in  a  moniliform  manner,  a  series  of  five  crimson  flat 
ulcers'' of  about  the  size  of  coriander  seeds.    They  are  slightly 
raised,  and  have  irregular  starred  edges.    They  are  super- 
sensitive    The  bladder  measures  five  inches  from  the  orifice 
of  the  urethra  to  the  fundus,  and  is  natural  in  point  of 
sensibiUty  and  elasticity.    The  cervix  uteri  is  very  small ;  the 
probe  passes  into  the  cavity  two  inches  and  a  half.  _  ihere  is 
no  hymeneal  obstruction.  On  May  9  the  upper  and  right  limip 
was  tapped  with  a  fine  trocar  and  aspirator.    Nothing  came 
out      On  May  13   the   urine,  acid,  had  a  specific  gravity 
of  I  012  •  faint  cloud  of  albumen:  slight  deposit  of  pus  on 
standing  '  May  1 8  :   Under  chloroform,  the  most  prominent 
part  of°the  tumour  was  tapped  with  the  aspirator  troc^r^  ^nd 
three  or  four  ounces  of  extremely  thick  viscid  purulent  fluid 
dr^n  off,  somewhat  like   putty.    No  pain  0^ 
followed  the  operation,  and  she  was  discharged  on  June  2/. 
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I  have  no  idea  what  is  the  cause  in  this  young  woman  of 
the  obstruction  of  the  ureter.  Her  disease  consists  in  dilatation 
of  tlie  pelvis  of  the  kidney,  of  its  tributaries,  and  of  the  kidney 
itself,  by  pus.  The  nature  of  the  pus  extracted  and  the 
general  condition  of  the  patient  suggest  that  the  disease  is  at 
present  obsolete,  if  not  retrograde.  That  is  a  very  important 
point,  indicating  the  advice  we  gave.  Cases  of  this  kind  are 
very  serious,  being  very  dangerous  ;  and  I  have  little  doubt 
that  sooner  or  later  this  young  woman  will  have  to  call  again 
for  advice,  for  the  disease  she  has  is  generally  fatal.  It  is 
treated  by  one  or  other  of  three  proceedings.  One  is  to  let 
it  alone — which  is  a  very  painful  resolution  for  all  parties ; 
the  practitioner  standing  aside  in  impotence  for  substantial 
relief.  Another  proceediug  is  to  open  the  tumour  and  let  the 
contents  run  out ;  and  this  is  done  in  a  variety  of  ways.  The 
proceeding  which  we  contemplated  in  this  case  was  of  a 
different  kind — the  excision  of  the  kidney  bodily ;  but  we  not 
only  did  not  press  this  operation  on  the  woman — we  recom- 
mended her  to  go  away  without  it.  The  operation  is  dangerous, 
and  the  case  at  the  time  was  not  urgent.  As  I  have  said, 
however,  the  case  will  some  time  or  other  in  this  woman's  life 
prove  urgent  if  it  behaves  as  other  cases  of  this  kind  do,  and 
tlie  question  of  operative  interference  will  come  again  to  be 
considered. 

Before  passing  on,  I  may  mention  a  case  lately  in 
"Martha" — a  woman  pregnant  about  five  niontlis,  and  having 
pain  in  the  right  side,  and  a  large  dense  swelling  indistinctly 
felt  there.  Lying  in  bed  made  her  comfortable,  and  she  left 
the  hospital.  In  a  few  days  she  died,  almost  suddenly.  Post- 
mortem it  was  found  that  a  pyonephrosis  had  given  way,  a 
very  small  aperture  transmitting  the  dirty  pus  into  the  peri- 
toneal cavity. 

That  is  all  I  have  to  say  about  the  pyonephrosis,  but  the 
case  of  A.  S.  introduces  us  to  very  important  practical  ques- 
tions. You  will  observe  that  this  patient  came  into  "  Martha  " 
complaining  of  irritable  bladder.  It  was  for  her  a  secondary 
matter  that  she  had  a  lump  in  the  side  which  ached ;  it  was 
for  irritable  bladder  that  she  had  been  in  the  hospital  twice 
previously,  and  now  for  the  third  time — for  the  first  time 
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under  my  care.    Having  resolved  not  to  interfere  with  her 
kidney,  it  was  our  duty  to  consider  what  we  could  do  for  her 
main  suffering — her  irritable  bladder.     In  order  to  decide 
what  was  to  be  done  for  her  irritable  bladder,  we  had  before 
us  one  of  the  most  difficult  questions  in  practice — Wlaere 
is  the  disease  ?    This  irritable  bladder,  was  it  the  consequence 
of    the    pyonephrosis  ? — was    it   the    consequence    of  the 
condition  of  the  orifice  of  the  urethra  that  I  have  already 
described  ? — was  it  the  result  of  disease  of  the  bladder  itself  ? 
Upon  the  decision  depends  the  line  of  treatment.    In  this  case 
we  excluded  disease  of  the  bladder  by  examining  it,  and 
finding  (as  you  observe  is  recorded  in  the  history  of  the  case) 
that  the  bladder  was  natural,  capacious,  not  tender,  and  elastic. 
A  woman  suffering  from  a  slight  degree  of  cystitis  would  have 
her  bladder  somewhat  contracted,  exquisitely  tender  to  the 
touch  of  the  sound,  and  hard  or  inelastic.    We  had  no  hesita- 
tion in  concluding  that  it  was  not  the  bladder  that  was  in 
fault.    We  had  next  to  consider  whether  it  was  the  kidney  or 
not.    That  the  kidney  was  the  cause  of  the  irritable  bladder 
in  this  case  was  rendered  very  improbable  by  the  fact  that 
the  irritable  bladder  had  existed  before  the  disease  of  the 
kidney  existed,  and  had  not  been  aggravated  by  the  increase 
of  the  disease  in  the  kidney.    Lastly,  we  had  no  hesitation  in 
concluding  that  the  irritable  bladder  was  the  result  of  the 
disease  of  the  external  genital  organs,  affecting  in  her  at  one 
time  the  urethra,  at  another  the  urethra  and  parts  external  to 
the  hymen  ;  and,  when  she  came  to  us,  affecting  the  urethra 
in  the  peculiar  way  I  have  mentioned.    Were  this  woman 
married  she  would  infallibly  suffer  from  dyspareunia,  producing 
vaginismus.    The  peculiar  disease,  of  which  this  is  an  excel- 
lent example,  is  like  lupus  in  its  history,  recurring  after  it 
is  healed  or  extirpated.     Here  we  have  it,  not  producing 
dyspareunia  and  vaginismus,  because  the  woman  is  not  married, 
but  producing  irritability  of  the  bladder,  one  of  its  most  common 

consequences.  «  f 

Notice  the  interesting  circumstance  that  the  disease  at  tirst 
presented  itself  as  a  caruncle  of  the  urethra.  The  natm-e  of 
that  caruncle,  or  the  fact  that  it  was  not  a  common  c^mmcle 
at  all,  but  a  slight  kind  of  lupus,  is  shown  by  the  history  ot 
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it :  the  presence  now  of  little  ulcers  about  the  urethra,  the 
absence  of  caruncular  swelling,  the  presence  of  little  ulcers 
around  the  hymen ;  contrasted  with  a  mere  caruncular  hyper- 
trophic swelling  when  she  first  came  to  the  hospital. 

We  settle  the  question  as  to  the  cause  of  the  irritable  bladder 
by  a  study  of  the  time  and  the  order  of  appearance  of  the 
various  phenomena  which  we  use  to  help  us  in  forming  a 
judgment,  by  the  characters  of  the  phenomena,  and  by  their 
severity.  Using  these  methods  of  judgment  will  not  enable 
you  to  solve  the  question  in  many  cases.  In  this  case  it  does 
enable  us  to  solve  the  question.  Long  essays  have  been 
written  by  eminent  men — especially  by  surgeons  studying 
diseases  of  the  bladder  in  the  male — upon  this  very  point, 
whether  this  irritable  bladder  arises  from  disease  of  the 
bladder,  or  of  the  urethra,  or  of  the  kidney ;  and,  having  read 
them,  I  must  tell  you  I  consider  that  nothing  could  be  more 
vmsatisfactory.  We  get  further  in  the  case  of  women  than  it 
is  possible  to  do  in  the  case  of  men  in  settling  this  very 
important  practical  question  ;  and,  you  will  observe,  upon  this 
settlement  depends  the  direction  of  your  treatment.  Your 
treatment  will  be  on  wrong  lines  unless  you  form  a  good 
judgment  on  this  point.  Now,  here  is  a  case  of  this  disease 
not  producing  dyspareunia  and  vaginismus,  but  producing 
irritable  bladder.  In  the  lower  animals  irritation  of  the 
orifice  of  the  urethra  produces  contraction  of  the  bladder. 
Here  is  an  example  ;  and  no  doubt  can  remain  upon  the 
subject,  for  when  this  woman  was  cured  of  the  irritation  of  the 
orifice  of  the  urethra  she  was  cured  of  irritability  of  the  bladder ; 
and  when  the  disease  causing  the  irritation  of  the  orifice  of 
the  urethra  came  back,  the  irritability  of  bladder  came  back. 

To  conclude  this  case,  I  must  tell  you  that  we  did  nothing 
by  operation.  The  patient  had  been  thoroughly,  even  heroically, 
treated  twice ;  yet  the  disease  came  back,  and  we  did  not  feel 
disposed  to  begin  again.  If  she  returns  we  may  reconsider 
that,  and  give  her  another  chance  of  getting  rid  of  these 
irritable  ulcers,  this  lupoid  disease  about  her  vulva. 

Lastly,  I  come  to  a  case  of  Stricture  of  the  Urethra ;  and  I 
am  fortunate  in  having  it  to  relate,  because,  if  I  were  to  make 
a  case  to  illustrate  what  I  have  been  saying,  I  could  not  get  a 
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better  one.    A  woman  came  to  us  suffering  from  irritable 
bladder.    She  had  to  make  her  water  frequently,  sometimes 
every  few  minutes.    It  was  not  a  case  of  hours,  but  of 
minutes,  and  she  could  not  get  good  sleep.    On  examining 
this  woman  we  found  that  there  was  no  orifice  of  the  urethra 
in  the  natural  situation.    She  had  no  history  of  syphilis,  of 
lupus,  of  operation,  or  of  injury  ;  yet  there  was  no  orifice  in 
the  situation  of  the  urethra.    A  little  to  the  right  side  of  tlie 
natural  position  of  this  orifice  was  a  very  slight  redness.  A 
little  surgical  probe  pressed  against  this  redness  entered  the 
bladder.    The  orifice  of  the  urethra,  then,  was  strictured.  On 
examining  the  woman's  bladder  we  found  it  not  expanded 
unnaturally.    It  was  a  large  bladder,  but  not  larger  than  you 
frequently  see  in  healthy  women ;  but  we  found  the  urethra 
expanded.     The  bladder  cavity  did  not  begin  at  the  internal 
orifice  of  the  urethra.    There  was  no  urethral  canal.  The 
bladder  was  not  inflamed  in  any  degree  ;  it  was  soft,  not 
tender,  and  large,  though  not  unnaturally  large.    ISTow,  here 
is  a  very  plain  case.    A  little  operation  was  performed  with  a 
bistoury,  enlarging  the  external  orifice  of  the  urethra,  so  that 
bougies  numbers  15,  16,  and  then  1 8,  were  passed  into  the 
bladder.    "Within  two  days  the  canal  of  the  urethra  had  re- 
formed itself;  and  from  the  moment  of  the  operation  the 
woman  was  cured.    She  slept  that  night,  she  had  no  irrita- 
bility of  the  bladder  at  aU,  and  made  no  complaint.  She 
remains   cured.     Much  might  be  said  upon  this  case,  as 
illustrating  very  important  subjects  both  in  uterine  and  in 
vesical  pathology.    To-day  I  have  only  time  to  show  you  how 
important  it  is  as  indicating  that  disease  at  the  orifice  of  the 
urethra  may  produce  irritable  bladder.    It  confirms  in  a  very 
remarkable  manner — as  remarkable  as  if  we  had  made  an 
experiment  for  the  purpose — the  statement  I  have  made,  that 
an  irritable  bladder  may  be  due  to  a  disease  affecting  the 
external  orifice  of  the  urethra  or  its  neighbourhood.  The 
disease  here  was  evidently  congenital ;  and  it  is  impossible  to 
explain  why  it  began  to  cause  trouble  only  in  adult  life. 

Cases  of  stricture  of  the  urethra  occur  occasionally  in 
"  Martha."  They  are  generally  inflammatory  results  of  lupus 
minimus  or  of  lupus  maxinius. 


LECTUHE  XXXL 

ON  lERITABLE  BLADDER. 

The  subject  of  this  lecture  is  Irritable  Bladder.  Upon  this 
subject,  in  a  former  lecture — that  upon  Aching  Kidney — I 
made  some  remarks  which  I  shall  not  repeat  now.  They 
related  to  important  parts  of  the  matter,  and  referred  chiefly 
to  the  importance,  in  the  diagnosis  of  cases  of  merely  irritable 
bladder,  of  taking  notice  of  the  order  in  time  of  the  appearance 
of  the  phenomena  of  the  disease,  and  of  the  severity  of  the 
different  symptoms. 

"Irritable  bladder"  is  rather  an  iU- chosen  name,  because 
every  bladder  is  irritable  ;  every  bladder  has  a  peculiar  faculty 
of  sympathizing  with  diseases  in  neighbouring  organs,  and 
indeed  in  some  remote  organs  ;  the  influence  of  sympathy  is 
observed  even  in  the  case  of  emotions.  But  every  bladder  is 
not  in  the  state  of  disease  called  irritable  bladder — a  condition 
in  which  the  bladder  is  not  only  irritable  but  irritated, 
and  that  generally  not  by  disease  referable  to  itself.  An 
irritated  bladder  may  be  so  merely  by  sympathy,  or  reflex 
influence ;  and  I  shall  give  you  cases  where  there  is  no  other 
possible  explanation  of  the  irritation  of  the  bladder  than  that 
founded  on  sympathy,  or  reflex  influence.  But  some  irritated 
bladders  exhibit  a  certain  amount  of  catarrh — that  is,  of  super- 
ficial inflammation ;  and  this  catarrh  may  be  truly  called  a 
secondary  disease,  not  a  disease  of  the  bladder  primarily — a 
disease,  therefore,  to  be  studied  in  connection  with  the  cases 
of  merely  irritated  bladder  to  which  I  am  chiefly  directing 
your  attention.  You  know  well  that  inflammation  may  be 
excited  by  sympathy.  That  is  well  illustrated  in  some  cases 
of  inflammation  of  the  eyes,  disease  in  one  eye  inducing 
disease  in  the  other;  and  that  kind  of  induced  disease  has 
much  the  same  history,  much  the  same  characters  altogether. 
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as  those  of  the  smiply  irritated  bladder  that  I  am  going  to 
describe. 

Some  cases  of  irritated  bladder  are  no  doubt  explained  by 
the  irritation  being  conveyed,  not  through  contiguity,  not 
through  any  nervous  connection,  but  through  the  passage  of 
morbid  products  from  one  organ  to  another.    For  instance, 
there  is  no  doubt  that  in  children  irritation  of  the  bladder  is 
frequently  a  sign  of  gravel.    That  is  a  well-known  cause  of 
violent  pain  in  children,  accompanied  by  intense  irritation  of 
the  bladder,  and  it  is  frequently  explained  by  the  passage  of 
the  cayenne-pepper-iike  grains  of  uric  acid  through  the  bladder 
and  the  urethra.    In  adults  the  same  irritating  character  is 
sometimes  ascribed  to  other  kinds  of  gravelly  urine  or  phos- 
phatic  urine.    But  I  am  inclined  to  think  that  urine  not  de- 
composing, yet  containing  ordinary  morbid  elements  in  solution, 
will  not  irritate  the  bladder.    It  is,  in  general,  only  when  you 
have  the  urine  decomposed,  or  carrying  with  it  soHd  matters, 
that  you  have  a  bladder  thus  irritated. 

The  importance  of  this  subject  has  been  fully  recognized. 
No  diseases  are  more  urgent  than  diseases  of  the  bladder,  on 
account  of  the  great  suffering  and  inconvenience  which  they 
cause.  If  you  do  not  diagnose  properly  a  disease  of  the 
bladder,  if  you  mistake  a  merely  irritated  bladder  for  a  more 
real  disease  of  the  bladder,  your  whole  treatment  will  be  mis- 
directed, and  you  will  be,  so  far  as  your  ignorance  is  blamable, 
a  bad  adviser  to  your  patient. 

A  bladder  may  be  sympathetically  irritated  by  diseases  of 
the  kidneys,  of  the  ureters,  of  the  urethra,  of  the  external 
organs  of  generation,  of  the  pelvic  organs  ;  and  it  is  impossible 
to  exclude  some  conditions  of  the  bladder  itself  as  a  source  of 
mere  irritation. 

Now,  what  are  the  indications  of  mere  irritation  of  the 
bladder  ?  To  the  patient  the  great  indication  is  the  frequency 
of  urination.  This  is  often  accompanied  by  pain  in  urination, 
or  strangury.  But  frequency  of  urination  is  not  of  itself  a 
proof  that  a  woman  has  irritable  bladder.  For  example,  an 
hysterical  woman,  when  she  is  under  the  influence  of  that 
condition,  urinates  frequently  because  her  bladder  is  frequently 
and  rapidly  filled.    And  it  is  not  an  uncommon  tlung  for 
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diabetes  to  be  mistaken,  for  a  time  at  least,  for  irritable 
bladder.  I  have  seen  this  repeatedly  happen  in  consequence 
of  insufficient  attention  to  the  circumstance  that  frequent 
urination  is  not  of  itself  a  sign  tliat  a  woman  has  an  irritable 
bladder.  You  must  take  into  account  the  quantity  of  urme  ; 
and  in  the  case  of  hysterical  and  diabetic  women,  if  the 
quantity  were  taken  into  account,  the  error  would  quickly 
disappear,  the  explanation  of  the  supposed  irritability  being  at 
once  given.  On  the  other  hand — and  this  is  a  still  more  im- 
portant remark — the  passage,  frequently,  of  a  small  quantity 
of  urine  is  not  of  itself  a  proof  that  a  woman  has  a  merely 
irritated  bladder ;  especially  it  is  not  a  proof  that  she  has  a 
bladder  which  resents  moderate  repletion.  When  a  woman 
passes  a  small  quantity  of  water  frequently,  regularly,  you  may 
be  pretty  sure  either  that  her  bladder  is  small  and  contracted, 
or  that  she  has  an  irritated  bladder — that  is,  one  whieh  resents 
too  soon  an  ordinary  amount  of  repletion.  But  you  have  no 
proof,  in  the  fact  that  a  woman  frequently  passes  a  small  or  even 
a  large  quantity  of  urine,  that  her  bladder  is  not  enormously 
capacious.  Some  of  the  commonest  errors  in  obstetrics  arise 
from  neglecting  this.  Tor  instance,  a  woman  with  retroversion 
of  the  gravid  uterus  not  rarely  complains  of  irritable  bladder, 
that  is,  of  frequency  of  urination  and  painful  urination,  and 
yet  her  bladder  may  all  the  time  contain  a  very  large  quantity 
of  water,  only  a  part  of  which  does  she  pass.  The  same  thing 
is  true  of  other  conditions  of  the  bladder,  apart  entirely  from 
pregnancy — conditions  of  irritated  bladder  from  permanent 
over- distension  or  too  great  size. 

In  a  case  of  simply  irritated  bladder,  of  the  kind  easiest 
understood,  you  have  healthy  urine.  But  studying  a  case  of 
in-itable  bladder,  you  are  frequently  called  upon  to  pay  atten- 
tion to  the  condition  of  the  urine,  to  its  contents,  such  as 
mucus.  Urine  containing  a  large  quantity  of  mucus  is,  at 
least  at  first  sight,  supposed  to  be  urine  from  a  bladder  which 
is  not  only  irritated,  but  in  a  state  of  catarrh;  and  this 
suspicion  is  increased  by  the  circumstance,  if  it  is  present,  of 
the  mucus  being  flaky  or  mixed  with  pus.  Still  further  is 
the  fear  increased  if  the  urine  contains  blood;  and  still  further 
if  the  urine  is  alkaline.     Now,  all  these  circumstances — a 
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large  aniount  of  mucus,  some  pus,  some  blood,  and  an  alkaline 
condition  of  the  urine — lead  you  to  suspect  or  believe  that 
the  bladder  is  not  merely  irritated,  but  also  diseased,  and  that 
not  secondarily  merely.  You  have  to  consider  whether  the 
bladder  may  not  be  sympathetically  inflamed  in  a  slight  degree ; 
and,  secondly,  whether  these  products  discovered  in  the  urine 
may  not  be  derived  from  other  sources  than  the  bladder. 
Mucus  is  seldom  derived  in  large  quantities  from  the  ureters 
and  pelves  of  the  kidneys,  so  that  a  large  quantity  of  it  is 
more  distinctive  ;  but  it  is  impossible  to  say  where  the  limit 
lies  between  the  amount  of  mucus  that  may  be  secreted  from 
the  pelves  and  ureters  of  the  kidneys,  and  that  which  is 
distinctive  of  vesical  catarrh.  Lastly,  in  order  to  complete  a 
diagnosis  of  a  caSe  of  irritated  bladder,  you  examine  the 
bladder  itself.  I  thiiik  this  is  the  most  important  part  of  the 
means  to  be  employed,  and  I  shall  make  special  reference  to 
it  at  the  close  of  the  lecture. 

The  urine  may  contain  fat  and  hairs  from  a  dermoid  cyst, 
and  I  have  seen  such  a  case  treated  long  as  if  it  were  one  of 
simple  curable  irritable  bladder. 

I  propose  now  to  give  you  some  examples  of  this  disease, 
most  of  which  have  occurred  in  "  Martha  "  during  the  last  few 
weeks.    I  begin  with  a  case  which  is  extremely  clear.  A 
young  woman,  a  long  time  under  treatment  elsewhere  for 
menstrual  disorder,  consulted  me,  and  the  only  thing  I  could 
find  wrong  about  her  was  an  aching  left  kidney.    She  had  no 
doubt  had  menstrual  disorder,  but  I  could  find  by  physical 
examination  nothing  to  account  for  it.    When  I  saw  her  first 
her  urine  was  quite  healthy.    Some  months  afterwards  she 
returned  to  me,  and  then  her  complaint  was  of  irritated 
bladder,  and  she  gave  the  best  description  of  her  symptoms  by 
saying  that  she  had  to  get  up  several  times  during  the  niglit 
in  order  to  make  water.    The  examination  of  her  bladder 
revealed  a  perfectly  healthy  condition.    The  urine  was  limpid, 
without  deposit,  of  a  natural  specific  gravity,  and  looked 
healthy  in  every  respect.    But  on  more  careful  examination 
it  was  found  that  her  aching  left  kidney  was  worse  than  it 
had  ever  been,  and  that  her  urine  contained  albumen  in  con- 
siderable quantity.    Here,  tlien,  you  have  a  case  about  whicb 
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there  could  be  no  hesitation.  There  was  nothing  in  it  to 
account  for  the  most  prominent  symptom,  the  chief  complaint 
of  the  patient,  but  the  condition  of  the  kidney.  In  my  lecture 
on  Aching  Kidney  I  gave  you  another  example  of  the  same 
kind. 

I  now  come  to  a  case  of  greater  difficulty.  E.  M.,  aged 
thirty-two,  not  married;  was  admitted  into  "Martha"  on 
accoimt  of  supposed  disease  of  the  bladder.  Urine  acid, 
1,012,  containmg  a  small  quantity  of  mucus  and  still  less  of 
pus.  Complains  of  having  to  pass  water  every  half-hour,  and 
the  process  is  accompanied  by  pain,  which  she  feels  greatly  in 
the  private  parts;  she  also  complains  of  pain  in  the  loins, 
and  down  the  inside  of  the  thighs.  She  was  ordered  a  saline 
laxative,  to  keep  her  bed,  and  to  have  three  times  daily  an 
ounce  of  decoction  of  Pareira,  half  a  drachm  of  tincture  of 
Hyoscyamus,  and  twenty  minims  of  sweet  spirits  of  Nitre. 
Under  this  treatment  her  symptoms  were  in  a  few  days 
greatly  diminished  without  any  improvement  in  the  nrine — 
indeed,  close  observation  discovered  it  frequently  tinged  with 
blood,  and  always  containing  albumen,  pus,  and  mucus.  The 
bladder  was  now  examined  physically,  and  no  disease  what- 
ever was  detected  in  it.  The  patient's  chief  or  only  sufferings 
latterly  were  from  pain  in  the  region  of  the  kidneys.  A  con- 
sultation with  Dr.  Gee  resulted  in  the  opinion  that  the  disease 
was  not  in  the  bladder,  but  in  the  kidneys  or  their  pelves. 
Of  the  truth  of  this  result  I  can  have  no  doubt.  You  see 
that  the  treatment  removed  the  woman's  bladder  symptoms, 
but  left  her  renal  symptoms.  The  quantity  of  niucus  and 
pus  was  small — not  what  you  would  expect  in  a  case  of 
disease  of  the  bladder ;  and  the  end  of  the  case,  after  success- 
ful treatment  of  the  vesical  symptoms,  being  persistence  of  the 
renal  symptoms,  we  had  no  doubt  that  we  had  an  example  of 
a  bladder  irritated  by  sympathy  with  disease  of  both  kidneys 
or  of  their  pelves. 

I  now  come  to  examples  traceable  to  the  external  organs, 
and  I  recall  to  your  minds  the  case  of  stricture  at  the  external 
orifice  of  the  urethra,  where  the  complaint  was  frequency  of 
urination,  where  there  was  no  disease  in  the  bladder  dis- 
•coverable  on  physical  examination,  and  where  on  removal  of 
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the  stricture  of  the  orifice  of  the  urethra,  a  cure  was  instan- 
taneously effected.  I  will  give  you  another  example  where 
the  disease  arose  from  caruncle  of  the  urethra — caruncle  of 
an  irritable  kind. 

S.  S,,  aged  fifty ;  has  been  married  thirty  years.  Catamenia 
ceased  a  year  ago  after  previous  regularity.  Complains  of 
forcing  pain  in  private  parts,  and  of  frequent  micturition  when 
she  is  not  in  bed.  Urine  acid,  specific  gravity  1,020,  no 
albumen,  some  phosphates.  Attached  to  the  posterior  lip  of 
the  urethral  orifice  by  a  large  pedicle  is  a  small  red  caruncle  of 
the  size  of  half  of  a  small  split-pea.  It  is  extremely  tender. 
It  was  removed,  under  chloroform,  by  scissors.  Next  day 
htemorrhage  to  the  extent  of  some  ounces  was  checked  by 
ligature  of  a  small  vessel  in  the  wound.  She  remained  in 
"  Martha"  twelve  days  after  the  operation,  and  had  no  com- 
plaint whatever  after  the  caruncle  was  removed. 

This,  again,  is  an  example,  as  clear  as  possible,  of  irritated 
bladder  cured  by  the  removal  of  its  cause,  the  cause  not 
residing  in  the  bladder,  but  in  the  external  parts.  In  a  former 
lecture  I  recorded  a  case  where  we  had  slight  difficulty  in 
diasnosing  a  case  of  irritated  bladder  while  the  woman  had 
pyonephrosis,  which  of  itself  was  enough  to  account  for  it ; 
but  she  also  had  disease  at  the  orifice  of  the  urethra.  Now,  in 
that  case  you  will  remember  we  made  out  that  it  was  the 
disease  at  the  orifice  Of  the  urethra  that  was  the  cause  of  the 
woman's  great  and  chief  sufi'erings — namely,  from  irritability 
of  bladder.  "When  the  disease  of  the  urethra  was  removed, 
she  had  no  irritation  of  bladder,  although  the  pyonephrosis 
existed.  When  the  disease  of  the  urethra  returned,  she  was 
unaware  of  its  return,  but  her  irritability  of  bladder  returned, 
and  that  was  her  great  complaint. 

I  might  give  you  more  examples  of  disease  of  the  external 
genital  organs  causing  irritated  bladder ;  but  I  go  on  to  say 
a  few  words  as  to  the  most  difficult  part  of  the  subject.  I 
refer  to  cases  where  the  cause  of  the  irritability  of  the  bladder 
is  in  the  pelvic  cavity  or  in  the  bladder  itself.  It  is  well 
known  that  the  bladder  sympathizes  with  all  sorts  of  diseases 
in  the  pelvis,  and  its  sympathy  is  evidenced  by  irritation.  In 
the  case  of  inflammatory  diseases,  and  in  the  case  of  some  non- 
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inflammatory  diseases,  ^ye  refer  the  irritation  to  congestion  of 
the  bladder,  or  inflammation  in  a  sUght  degree  communicated 
to  it  from  neighbouring  inflammations.  It  is  a  very  frequent 
thing  to  read  of  irritation  of  the  bladder  in  these  circumstances 
accounted  for  by  pressure  or  by  distortion — that  is,  change  of 
shape  and  position.  In  regard  to  this,  which  is  a  very 
important  matter  in  connection  with  the  study  of  flexions  or 
other  minor  displacements  of  the  uterus,  my  mind  is  not 
quite  made  up,  but  I  am  strongly  of  opinion  that  no  change 
of  position,  no  distortion,  no  pressure  of  an  ordinary  kind, 
causes  irritation  of  the  bladder.  You  will  find  the  bladder 
without  a  trace  of  irritation,  yet  having  every  possible  shape 
and  every  kind  of  displacement ;  and  I  see  no  sufficient  reason 
for  referring  (as  is  often  done)  irritation  of  the  bladder  to  its 
change  of  shape,  or  pressure  upon  it,  or  displacement  of  it. 

Cases  where  the  bladder  sympathizes  with  disease  in  its 
neighbourhood  are  well  known  to  all ;  but  there  is  a  class  of 
cases  where  the  irritation  seems  to  be  in  the  organ  itself.  These 
cases  are  characterized  by  the  too  great  size  of  the  organ.  This 
can  sometimes  be  traced  to  a  distinct  cause.  Sometimes  it  is 
not  to  be  accounted  for.  In  cases  of  this  kind  the  patient 
occasionally  has,  in  addition  to  irritation  of  the  bladder, 
incontinence  of  urine — that  is  to  say,  the  incontinence  comes 
on  at  times,  and  irritation  at  other  times.  When  these  cases 
are  watched  it  is  frequently  observed  that  the  woman  can  retain 
her  water  for  a  very  long  time,  and  sometimes  it  is  found  that 
there  is  air  in  the  bladder.  This  air  gets  admission  sometimes 
through  the  catheter,  but  I  have  seen  it  in  such  cases  present 
where  this  explanation  was  not  tenable,  the  air  having  got  in 
through  the  urethra  directly.  When  air  gets  into  the  bladder 
you  can  easily  understand  that  you  are  very  liable  to  have  the 
urine  decomposing,  especially  as  it  may  be  long  retained ;  and 
this  aggravates  the  case  very  much.  The  simplest  case  of  this 
kind  that  I  remember  to  mention  is  one  of  a  young  woman 
who  was  brought  to  me  several  years  ago,  in  whom  the  obstacle 
to  mai-riage  was  that  she  was  in  the  habit  of  wetting  her  bed 
at  night,  and  that  during  the  day  she  had  frequently  to  make 
water.  The  disease  was  distinctly  traceable  to  her  mother's 
bad  habit  of  punishing  the  girl,  when  she  was  a  child,  for 
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wetting  her  bed,  and  to  over-distension  of  the  bladder  beginning 
then.  The  bladder  was  enormous.  A  vesical  sound  could  be 
passed  into  it — I  forget  the  number  of  inches — but  it  could  be 
felt  at  the  umbilicus.  There  was  no  other  disease  present. 
The  urine  was  healthy,  and  the  case  was  cured  by  keeping  the 
bladder  empty.  In  order  to  keep  it  empty  the  bladder  required 
more  than  to  be  evacuated  by  passing  a  catheter.  A  bladder 
may  remain  well  filled  while  the  urine  has  free  exit  through  a 
catheter.  In  such  a  case,  in  order  to  insure  that  the  evacu- 
ation is  complete,  you  have  to  squeeze  it  out  through  the 
catheter ;  as  the  sportsman  does  with  rabbits  he  has  shot. 

That  is  a  simple  case,  and  I  have  seen  more  than  one  of 
that  kind,  such  as  one  that  came  under  our  notice  in  "  Martha  " 
not  many  days  ago.  She  was  an  out-patient,  so  that  I  cannot 
tell  what  effect  upon  her  the  treatment  by  regularly  emptying 
the  bladder  has  had.  Her  case  was  evidently  one  of  this  kind. 
I  will  read  part  of  it  as  given  in  the  letter  which  was  sent 
along  with  her  : — "  Many  years  ago  she  was  a  patient  of 
Dr.  T.,  when  she  had  uterine  displacement  with  bladder 
symptoms.  Five  years  ago  she  had  an  accident,  and  since  that 
time  the  bladder  symptoms  have  been  worse.  She  complains 
of  pain  in  the  region  of  the  bladder.  At  one  time  she  cannot 
hold  the  urine,  and  at  another  she  has  to  pass  it  very  frequently. 
There  is  nothing  abnormal  in  the  urine,  but  occasionally  it  is 
alkaline."  This  woman  was  found  to  have  a  bladder  of  greatly 
exaggerated  capacity,  but  otherwise  healthy. 

In  these  cases  the  bladder  is  sometimes  not  only  large  in 
capacity,  but  hypertrophied.  Many  are  of  extreme  difficulty  ; 
and  I  pass  on  to  another  important  point. 

Irritation  sometimes  does  not  occur  when  you  would  most 
expect  it,  when  even  the  bladder  itself  is  diseased.  Of  this 
I  shall  give  you  several  examples.  You  remember  a  case  of 
pyonephrosis  to  which  I  have  already  referred.  That  pyo- 
nephrosis did  not  bring  on  irritabiUty  in  the  woman's  bladder. 
In  a  case  lately  in  "^Martha,"  a  urethral  cyst  did  not  bring 
on  irritable  bladder,  but  the  treatment  for  the  urethral  cyst 
brought  it  on  severely  for  a  time. 

Mrs.  A.  D.>  aged  thirty-one,  two  years  married ;  no  children ; 
came  into  the  hospital  complaining  of  dysmenorrhoea,  which 
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lias  been  gradually  getting  worse  since  marriage.  She  has  a 
retroverted,  bulky,  uterus,  and  a  tender,  inflamed,  left  ovary. 
A  tumour  of  the  size  of  a  boy's  marble  lies  in  the  vagina, 
connected  with  the  middle  of  the  urethra  by  a  large  pedicle. 
It  is  cystic.  There  is  no  complaint  of  irritated  bladder,  nor 
is  there  frequent  micturition.  The  cyst  was  opened  by 
bistoury  and  evacuated  of  its  viscid,  glairy,  contents.  Next 
day  she  complained  of  difficulty  of  micturition.  Four  days 
afterwards  the  cyst  was  re-closed.  It  was  re -opened  freely, 
and  cauterized  with  nitrate  of  silver.  This  increased  greatly 
the  irritability  of  the  bladder  for  a  time,  but  it  soon  dis- 
appeared ;  and  when  she  was  discharged  she  had  no  com^Dlaint 
of  her  bladder. 

I  may  mention  a  still  more  extraordinary  case  illustrating 
the  absence  of  irritability.  A  woman  died,  under  my  care, 
from  perimetric  abscess  and  tubercular  peritonitis.  The 
perimetric  abscess  was  a  consequence  of  parturition,  and  it 
hurst  into  the  ileum.  Pus  was  never  observed  in  the  stools. 
Simultaneously  with  the  diminution  of  the  abscess  the  urine 
became  bloody,  and  carried  with  it  a  large  amount  of  pus. 
I  never  doubted  that  the  abscess  had  burst  through  the 
bladder.  A  post-mortem  examination  was  made,  and  there 
was  found  no  communication  between  the  bladder  and  the 
abscess.  The  bladder  was  only  slightly  contracted,  and  the 
whole  of  its  mucous  membrane  was  dark  red,  in  a  state  of 
the  highest  degree  of  catarrhal  inflammation,  secreting  pus  and 
also  exuding  blood.  The  woman  had  no  irritability  of  bladder  ; 
she  never  complained  of  that  organ. 

Another  case  is  that  of  a  patient  under  my  care,  in  hospital, 
with  great  hsematuria.  The  case  was  diagnosed  as  being  not 
one  of  disease  of  the  bladder  on  account  of  the  physical 
examination  revealing  a  healthy  condition,  so  far  as  it  could 
be  made  out.  This  woman  died  suddenly,  and  her  bladder 
was  found  to  be  everywhere  dark  red;  and  on  its  internal 
surface  there  were  several  nodules  of  soft  cancer. 

We  have  recently  had  a  most  remarkable  case  of  absence 
of  irritability  in  a  woman  who  had  retroversion  of  the  gravid 
uterus.  Its  replacement  had  been  too  long  delayed.  There 
was  polyuria  in  a  high  degree,  the  urine  being  discoloured 
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brown  with  IdIoocI,  and  there  was  much  gelatinous  mucus  and 
copious  pus :  yet  the  woman  had  no  elevation  of  temperature, 
no  acceleration  of  pulse,  no  irritability  of  bladder ;  indeed,  no 
complaint. 

These  cases  show  you  the  extreme  difficulty  of  this  subject, 
but  they  are  so  rare  that  they  do  not  greatly  diminish  the 
confidence  that  you  can  j)lace  in  the  means  of  diagnosis  that  I 
have  been  describing.    Before  I  pass  on  I  shall  tell  you 
another  curious  condition  in  which  a  bladder  ceases  to  be 
irritable.    You  know  that,  in  cases  of  ulceration  of  the  bladder, 
suffering  is  sometimes  so  intense  that  life  is  scarcely  worth 
maintaining.    I  do  not  know  any  more  dreadful  picture  of 
incessant  agony  than  that  of  a  woman  suffering  from  chronic 
ulceration  of  the  bladder  of  the  land  that  I  am  referring  to. 
I  remember  well  a  case  of  this  class,  in  Avhich  the  woman  her- 
self prevented  me  from  opening  her  bladder  to  see  if  making 
a  vesico-vaginal  fistula  would  relieve  her  dreadful  sufferings. 
I  was  not  sure  that  it  would  have  relieved  her,  but  I  hoped 
that  it  might.     Years  afterwards,  the  woman  got  married. 
After  her  marriage  a  great  ulcer  broke  out  in  her  leg,  and  she 
went  to  the  surgical  part  of  the  hospital,  and  had  her  leg  cut 
off.    When  she  left  the  hospital  she  came  to  me,  to  tell  me 
that  she  had  no  trouble  with  her  bladder  now.  Nothing 
could  have  astonished  me  more  than  this  announcement.  She 
told  me  also  of  her  marriage.    I  asked  her  how  she  made 
water.     She  said  she  never  made  water.    She  had  no  vesico- 
vaginal fistula ;  her  bladder  was  a  mere  slight  dilatation  of  the 
urfnary  passage,  through  which  the  urine  flowed  without  beiug 
arrested  in  it.    She  never  made  water ;  she  had  stHlicidium 
urince  from  the  urethra ;  her  bladder  was  a  non-existent  organ 
for  her— it  was  extremely  small.    In  that  case  the  examina- 
tion of  the  bladder  was  necessary  in  order  to  diagnose  the 

diseased,  state.  .-,    ,    ^  .1 

:  I  come  now,  lastly,  to  describe  what  I  consider  by  far  the 
most  important  point  in  the  diagnosis  of  merely  irritated 
bladder— viz.,  the  physical  examination  of  the  bladder,  to 
ascertain  its  healthy  condition  or  the  reverse.  This  is  done  by 
the  use  of  a  sound.  I  here  show  you  a  common  vesical  sound 
which  I  use  for  the  purpose.    By  this  instrument  you  ascertain 
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the  size  of  the  bladder,  its  hardness,  and  its  tenderness.  I 
shall  take  the  last  condition  first.  In  a  healthy  bladder  there 
is  no  tenderness.  You  examine  carefully,  without  rudeness,  a 
healthy  bladder ;  the  woman  is  not  aware  of  your  doing  so. 
Between  this  and  the  intensest  agony  you  have  all  variations 
of  painfulness.  I  know  nothing  more  severe  than  the  pain  of 
examination  of  the  bladder  when  it  is  even  slightly  inflamed. 
As  a  first  result  of  your  examination,  you  ascertain  the  degree 
of  tenderness,  or  its  entire  absence,  by  the  sound. 

The  next  thing  you  do  is  to  ascertain  its  softness  or  hardness. 
A  healthy  bladder  has  a  considerable  elasticity,  so  that  when 
you  touch  the  fundus  you  can  push  the  instrument  one  inch, 
at  least,  farther  into  the  bladder,  and  it  is  pushed  back  again 
by  the  elasticity  of  the  organ.  When  a  bladder  is  irritated  it 
may  retain  this  condition — it  generally  retains  it  when  it  is 
merely  irritated ;  but  when  it  is  inflamed  in  the  slightest  degree 
it  soon  becomes  hard,  and  it  resists  the  push  of  the  sound.  In 
some  rare  nervous  women  examination  leads  to  complete  tem- 
porary contraction  of  the  bladder  into  an  egg-like  tumour,  so  as 
to  be  completely  closed,  resisting  in  this  way  the  introduction 
of  the  instrument.  This  is  found  as  a  persisting  condition  in 
cases  of  the  greatest  inflammation,  as  in  the  acute  stage  of 
gonorrhoeal  cystitis. 

Lastly,  you  ascertain  the  size  of  the  bladder.  In  order  to 
do  this  you  need  not  attach  any  importance  to  whether  the 
patient  has  made  Avater  recently  or  not.  The  bladder  does 
not  contract  to  empty  itself.  The  main  use  of  the  contractions 
of  the  bladder  is  to  announce  that  it  is  time  to  empty  it,  to  call 
the  woman  to  the  bedside.  If  then  you  pass  a  sound  into  a 
healthy  bladder  to  measure  it,  you  must  measure  from  the 
external  orifice  of  the  urethra,  because  you  do  not  know  exactly 
where  the  internal  os  is ;  and  in  a  healthy  woman  the  sound 
is  easily  passed  about  five  inches.  In  a  case  of  chronic  cystitis 
a  very  common  measurement  is  four  inches.  In  a  case  of  acute 
gonorrhceal  cystitis,  with  strangury,  you  very  likely  cannot  get 
the  instrument  into  the  bladder  at  all,  or,  if  you  do,  you  will 
only  have  a  measurement  of  two  or  two  and  a  half  inches. 

To  conclude,  you  can  easily  see  that  if  a  case  comes  before 
you  as  cystitis,  and  you  find  that  the  bladder  is  healthy,  that 
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it  is  large  enough — not  too  large, — that  it  is  not  tender,  and 
that  it  is  elastic,  you  have  in  these  circumstances  almost  certain 
evidence  that  the  woman's  bladder  is  healthy,  and  that  her  great 
symptom,  which  may  naturally  give  the  nosological  name  to 
the  disease,  irritable  bladder,  is  a  mere  symptom,  and  not  the 
essence  of  the  disease. 

In  rare  cases  the  essence  of  the  disease  is  a  polypus  of  the 
bladder,  mucous  or  fibrous ;  and  the  irritation  may  go  on  to  be 
severe  chronic  cystitis.  Such  a  polypus  is  searched  for  by  the 
finger  passed  through  the  urethra,  previously  dilated.  Some- 
times, as  in  one  of  our  cases,  the  polypus  is  spontaneously 
expelled.  Dilatation  of  the  urethra  is  effected,  in  the  anaes- 
thetized patient,  in  a  few  minutes  by  a  series  of  bigger  and 
bigger  bougies. 


LECTURE  XXXII. 


O'S  HEPATIC  DISEASE  IN  GYMOOLOG-Y  AND 
OBSTETEICS. 

A  VERY  striking  case,  recently  in  Dr.  Soutliey's  ward,  "  Faith," 
attracts  me  to  this  subject  for  lecture.  In  gynaecology,  and, 
indeed,  in  all  departments  of  medicine,  you  will  find  a  great 
deal  of  vague  talk  about  the  influence  of  the  liver  in  producing 
or  aggravating  disease.  This  talk  increases  with  the  imperfec- 
tion of  the  works  in  which  it  occurs.  If  you  look  to  the  best 
books  on  gynaecology,  and  on  diseases  of  the  liver,  you  will  see 
the  least  of  this  kind  of  remark ;  and  it  belongs  rather  to 
medical  lore  than  to  medical  science.  The  best  authors  are 
content  to  leave  it  more  to  tradition  than  to  solemn  description 
in  books,  I  am  not  disposed  at  all  to  deride  this  kind  of 
medical  lore,  neither  am  I  disposed  to  take  up  your  time  with 
it  on  the  present  occasion,  because  I  have  much  more  definite 
information  to  give  you  upon  a  very  important  subject. 

In  women  the  only  speciality  I  have  to  call  attention  to, 
with  regard  to  the  anatomical  condition  of  the  liver,  is  that  it 
is  lower  down  :  in  consequence  of  the  peculiar  shape  of  the 
chest,  the  liver  lies  lower  in  the  right  hypochondriac  region, 
or  at  least  produces  dulness  lower  down,  than  in  man.  In 
examining  the  liver  in  women  you  have  to  take  special  care 
not  to  be  misled  by  the  results  of  tight-lacing ;  the  displace- 
ment of  the  liver — indeed  the  deformity  of  the  liver  some- 
times produced  by  this  is  so  great  as  to  be  very  misleading, 
were  you  not  aware  of  its  occurrence. 

Amenorrhcea  has  been  described  as  being  produced  by  fatty 
liver.  I  can  neither  confirm  nor  dispute  this,  which,  so  far  as 
I  know,  is  a  mere  assertion ;  but  I  must  add  that  I  do  not 
believe  it.  Patty  liver  very  frequently  occurs  in  phthisical 
women,  and  in  such  you  know  that,  for  other  reasons,  amenor- 
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rhcea  is  common.    That  is  a  very  different  thing  from  saying 
that  amenorrhoea  is  the  consequence  of  this  special  lesion,  fatty 
liver.  *  Hyperemia,  or  congestion  of  the  liver,  is  said  to  be 
produced  by  suppression  of  the  menses  and  by  the  menopause. 
I  am  not  aware  of  anything  that  confirms  this  statement. 
Portal  obstruction,  however,  such  as  occurs  in  cirrhosis  of  the 
liver,  might  naturally  be  expected  to  produce  congestion  of  the 
womb,  as  well  as  of  the  other  pelvic  organs,  and  menorrhagia ; 
and  of  this  1  have  seen  undoubted  examples.    One  occurred 
not  very  long  ago  in  "  Martha."    The  woman  was  thirty-one 
years  of  age ;  she  had  borne  eight  children,  and  had  had  three 
miscarriages,  the  last  of  which  occurred  a  year  before  her  ad- 
mission into  "  Martha."    Since  that  last  miscarriage  she  became 
very  ill  with  chronic  hepatitis.    Of  the  chronic  hepatitis  she 
was  quite  unaware,  bvit,  simultaneously  with  the  occurrence  of 
the  chronic  hepatitis,  her  menses  became  more  profuse  and 
long-continued ;  and  it  was  on  account  of  this  condition  that 
she'' came  to  "Martha."    We  examined  carefully  the  pelvic 
organs,  and  could  find  there  no  disease  to  account  for  the 
menorrhagia ;  and,  being  satisfied  that  her  chief  disease  was 
chronic  hepatitis,  and  that  the  chronic  hepatitis  was  the  cause 
of  the  menorrhagia,  we  had  her  transferred  to  Dr.  Church's 
care.    There  I  believe  she  soon  died  of  the  disease  of  the 
liver.    Menorrhagia  here  was  a  distinct  result  of  the  hepatic 
affection. 

I  now  come  to  consider  the  influence  of  hepatic  disease  m 
precrnancy.  Here  you  will  find  remarks  very  common  about 
the^pressure  of  the  gravid  uterus  upon  the  liver,  disordering 
its  functions  and  leading  to  disease  of  the  organ.  Even  m 
good  authors,  statements  like  these  occur.  Similar  statements 
you  are  probably  familiar  with  in  connection  with  the  uremia 
of  pregnancv  and  parturition.  I  ask  you,  in  the  meantmie, 
not  to  believe  any  such  statements,  either  with  regard  to  the 
liver  or  with  regard  to  the  kidney;  and  I  cannot  omit  here 
making  a  remark  which  is  of  importance  in  medical  philosophy. 
You  would  scarcely  believe,-yet  it  is  quite  true.-that  men 
state,  as  if  it  were  a  fact,  that  there  is  great  pressure  upon  the 
liver  and  upon  the  kidney  in  pregnancy,  and  proceed  to  rea  on 
upon  this,  not  only  to  found  theories  of  disease  upon  it.  but 
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also  plans  of  treatment,  and  all  the  time  tliey  have  never  given 
even  the  slightest  good  reason  for  believing  that  there  is  any 
increase  of  pressure.  Surely,  the  first  thing  in  such  circum- 
stances is  to  demonstrate  the  increase  of  pressure  ;  but  not  one  of 
the  authors  I  have  alluded  to  ever  seems  to  dream  that  that 
is  the  first  thing.  You  must  first  prove  that  there  is  pressure 
before  you  proceed  to  build  upon  it  as  the  cause  of  disease  and 
as  the  basis  of  a  line  of  treatment.  There  is  no  evidence,  but 
rather  to  the  contrary,  that  there  is  any  increase  of  pressure 
upon  the  liver  or  kidney  in  pregnancy.  Again,  if  you  turn  to 
the  clinical  view  of  the  matter,  and  regard  cases  of  large  fibrous 
tumours  and  of  large  ovarian  dropsies,  you  will  see  nothing  to 
confirm  the  belief  that  pressui-e  has  anything  to  do  with  pro- 
ducing disease  of  the  liver  or  of  the  kidneys  ;  for,  in  those 
cases,  you  might  expect  far  greater  pressure  than  in  pregnancy, 
in  consequence  of  the  frequently  far  greater  size  of  the  tumours. 
In  pregnancy,  however,  diseased  liver  is  a  matter  of  immense 
importance.  The  liver  has  been,  at  least  once,  observed  to  be 
folded  upwards  upon  itself  in  a  case  of  tight-lace  liver,  the 
pushing  up  of  the  uterus  producing  this  displacement,  and 
fatal  jaundice  in  consequence.  Eupture  of  the  gall-bladder  has 
been  observed  in  labour.  After  delivery,  hosmorrhagic  softening 
of  the  liver  has  been  observed ;  and  a  case  has  recently  been 
put  on  record  where,  in  connection  with  such  softening,  the 
organ  burst  or  was  ruptured,  and  fatal  consequences  ensued. 

But  now  I  come  to  the  chief  topic  of  the  lecture,  and  I  will 
begin  with  offering  some  observations  with  regard  to  one  of  the 
most  important  diseases  of  pregnancy — namely,  persistent  and 
uncontrollable  vomitting.  Of  the  vomiting  of  pregnancy  there 
are  at  least  two  kinds.  There  is  what  may  be  called  the  com- 
mon kind,  which  is  almost  certainly  the  result  of  morbid  in- 
nervation. Whether  the  sickness  and  vomiting  of  pregnancy 
is  a  reflected  sensation,  or  a  reflected  motion,  or  the  result  of 
reflected  secretion,  it  is  a  consequence  of  morbid  innervation. 
It  is  frequently  very  grievous,  and  perhaps  is  sometimes  even 
fatal.  This  kind  of  vomiting  in  pregnancy  is  arrested  when 
the  fcetus  dies.  It  is  arrested  certainly  by  abortion,  mis- 
carriage, or  delivery  at  full  time.  It  is  not  accompanied  by  any 
symptoms  of  grave  disorder,  except  such  as  arise  from  deficient 
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nutrition.  But  there  is  another  kind  of  vomiting  in  pregnancy, 
pernicious  vomiting,  our  knowledge  of  which  is  extremely  im- 
perfect, and  upon  which  some  remarks  are  called  for.  These 
are  cases  of  vomiting  in  pregnancy,  described  by  many  authors, 
which  prove  fatal,  sometimes  suddenly  and  unexpectedly, 
without  any  apparent  cause,  or  without  any  suspicion  of  the 
cause  at  the  time  the  histories  of  such  grave  cases  were  written. 
Along  with  such  cases  have  to  be  included  some  similar  cases 
of  sudden  and  unexpected  death  after  delivery,  or  after 
miscarriage. 

Our  knowledge  of  the  physiology  or  pathology  of  parenchyma- 
tous degeneration  of  the  great  glands  seems  to  throw  light  upon 
this  fatal  or  extremely  dangerous  form  of  vomiting  in  pregnancy 
— to  show  that  tlie  vomiting  in  such  cases  is  something  more 
than  a  morbid  innervation,  that  it  is  a  symptom  of  a  disease. 
The  case  I  am  about  to  read  to  you,  I  am  quite  sure,  some  years 
ago,  I  should  have  regarded  as  one  of  vomiting  in  pregnancy 
proving  fatal,  I  should  not  have  known  how  to  go  any  farther. 
But  you  will  find,  as  I  proceed,  that  I  have  dealt  with  that 
case' in  an  entirely  different  manner,  deriving  my  knowledge 
from  recent  researches  into  the  nature  of  a  disease  called 
icterus  gravis,  or  what  used  to  be  called  yellow  atrophy  of 
the  liver. 

It  has  recently  been  discovered  by  physiologists,  that,  m 
healthy  pregnancy  the  earliest  stage  of  this  disease  occurs  ; 
that  is,  that  the  great  glands  of  the  body  (especially  the  liver) 
uiidergo  in  healthy  pregnancy,  and  in  healthy  suckling,  a 
certain  degree  of  parenchymatous  degeneration.  This  is  the 
first  stage°of  the  grave  disease  which  I  have  named.  Like 
the  watery  blood  of  pregnant  women,  this  parenchymatous 
degeneration  is  not  called  a  disease,  because  it  is  the  normal 
condition.  If  it  were  found  in  a  woman  not  pregnant  or 
suckling,  it  might  then  be  called  a  disease;  but  as  it  is 
believed'  to  be  the  regular  normal  condition  in  pregnancy  and 
sucklinc^  we  do  not  call  it  a  disease.  l^To  doubt  this  parenchy- 
matous°clegeneration  is,  so  far  as  our  short-sightedness  guides 
us  an  extremely  unfortunate  thing  for  women,  leadmg  them, 
as'  it  were,  upon  the  ice,  and  making  them  liable  to  dangerous 
diseases     The  condition  of  the  blood  is  probably  a  chief  part 
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of  tlie  cause  of  the  proneness  of  women  to  disease  of  the 
kidney  and  ura3mia ;  the  condition  of  the  glands  probably  being 
the  cause  of  their  proneness  to  further  dangerous  stages  of 
parenchymatous  degeneration,  chiefly  of  the  liver,  but  also  of 
the  kidneys  and  other  organs.  Now,  if  you  look  into  the 
histories  of  fatal  cases  of  vomiting  in  pregnancy,  and  fatal 
cases  of  a  similar  kind  occurring  just  after  jjregnancy,  in  the 
puerperal  state,  you  will  find  slight  jaundice  often  mentioned  ; 
you  will  find  that,  in  many  of  them,  hajmorrliages— not  uterine 
alone — are  mentioned  as  occurring ;  and  a  condition  of  lethargy, 
almost  of  coma,  is  described ;  and  these  statements  seem  to  me 
to  make  it  almost  certain  that  the  conditions  causing  death 
were  the  result  of  the  aggravation  of  this  physiological  condi- 
tion of  granular  degeneration  that  I  have  been  referring  to. 
In  order  that  you  may  further  see  how  difficult  it  has  been 
to  reach  the  truth  in  this  matter,  I  must  tell  you  that  cases  of 
this  disease  occur,  and  may  prove  fatal,  without  jaundice,  or 
with  very  little,  and  without  haemorrhage  and  without  con- 
vulsions— that  is,  without  any  of  the  ordinary  grave  symptoms 
of  the  fully-developed  disease.  I  am  presently  to  describe  a 
case.  This  concludes  wliat  I  have  to  say  about  the  dangerous 
and  fatal  cases  of  vomiting  in  pregnancy,  and  about  the 
dangerous  and  fatal  cases  of  a  similar  kind  occurring  in  the 
puerperal  state. 

Vomiting  is  not  always  present,  nor  even  sickness,  though 
both  are  generally  well  marked.  Sometimes  there  is  amaurosis, 
and  this  is  certainly  in  some  cases  functional,  no  disease 
of  the  retina  being  discoverable,  and  sight  quickly  returning. 
In  all  cases  there  is  some  degree  of  collapse  ;  and  sometimes 
even  a  fatal  result,  so  rapid  as  to  suggest  poisoning  as  the 
cause. 

I  can  remember  four  recent  cases  of  jaundice  and  slight 
albuminuria  coming  on  shortly  after  delivery.  One  of  them 
also  presented  hiematemesis.  They  had  no  accompanying  fever. 
The  occurrence  of  such  a  combination  of  conditions  has  always 
been  very  alarming;  but  great  prostration  and  the  present 
danger  of  death  have  occurred  in  only  two  of  the  cases.  That 
which  had  ha^matemesis  presented  no  constitutional  disturbance, 
except  slowness  of  pulse  and  a  temperature  less  than  normal. 
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I  have  seen  two  cases  of  fatal  hamatemesis  in  pregnancy,  and 
in  them  I  could  only  guess  some  antecedent  Hver  disease. 

But  before  I  come  to  the  special  case  of  to-day's  lecture,  I 
must  say  a  few  words  upon  jaundice  occurring  in  pregnancy. 
Ordinary  jaundice  rarely  occurs  in  pregnancy — ^jaundice  from 
obstruction,  or  from  catarrh  of  the  stomach  and  duodenum.  I 
have  seen  pregnancy  in  a  woman  who  had  a  chronic  jaundice, 
and  I  have  seen  jaundice  come  on  during  pregnancy.   In  regard 
to  this  kind  of  jaundice  there  is  very  little  to  be  said.  You 
cannot  mistake  this  disease.    The  name  of  the  disease  implies 
all  that  is  necessary  for  its  diagnosis.    Anybody  can  tell  when 
a  woman  is  jaundiced.    It  is  not  a  mere  tinting,  but  it  is,  as 
the  disease  you  are  all  familiar  with,  quite  easily  recognized. 
This  disease  occurring  in  a  pregnant  woman  does  not  make  her 
very  ill — at  least,  not  more  than  it  would  if  she  were  not 
pregnant ;  but  the  woman  having  it  runs  considerable  risk  of 
abortion  or  miscarriage.    And,  when  this  occurs,  the  abortion 
may  be  directly  the  result  of  the  jaundice,  the  child  being 
born  alive  ;  and,  if  the  disease  had  not  lasted  long,  untinted 
by  the  jaundice  ;  or  the  jaundice  may  kill  the  foetus,  and  the 
abortion   or  miscarriage  in  that  case  may  be  a  secondary 
result  of  the  jaundice — the  result  of  the  death  of  the  foetus, 
not  of  the  jaundice  directly — and  then  the  foetus  and  all  the 
membranes  are  deeply  tinted  with  the  colouring  matter  of  the 
bile.    Now,  in  a  case  of  this  kind  you  may  have  to  consider 
the  importance  of  bringing  on  premature  labour  ;    but  this 
should   only  be   done  if  the   disease  is  intense  and  long- 
continued,   and  if  the  child  is  alive.    No  doubt  it  is  also 
worthy  of  your  consideration  whether  you  should  not  induce 
it  in  some  severe  cases,  from  the  fear  of  the  supervention  of 
the  icterus  gravis  as  a  consequence  of  the  ordinary  jaundice. 
It  is  impossible  to  lay  down  rules  with  regard  to  this  last 
point,  because  cases  have  not  yet  sufficiently  accumulated  to 
form  a  basis  of  experience  for  such  rules.    I  must  therefore 
leave  it  in  this  undecided  state. 

Icterus  gravis,  or  the  yellow  atrophy  of  the  liver,  is  a  rare 
disease,  and  has  only  been  well-recognized  within  a  generation 
or  so;  and  I  have  no  doubt  that  our  increasing  knowledge, 
of  which  I  have  tried  to  give  you  a  sketch,  will  lead  to  its 
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being  found  to  be  not  so  rare  a  disease  as  has  hitherto  been 
supposed.  Especially  will  this  arise  from  what  is  now  known, 
that  the  essence  of  the  disease  may  be  there  without  the 
presence  of  all  or  even  of  any  of  its  grand  indications  during 
life ;  and  its  grand  indications  are  peculiar  convulsions,  jaun- 
dice, and  haemorrhage.  If  uraemia  from  disease  of  the  kidney 
occurs  once  in  about  every  500  women  that  are  in  advanced 
pregnancy  or  parturient,  this  disease  has  not  been  observed 
oftener  than  once  in  10,000.  The  disease  is  called  yellow 
atrophy  of  the  liver.  There  may  be  no  atrophy  of  the  liver, 
the  disease  proving  fatal  in  an  early  stage,  as  in  the  case  I 
shall  read  to  you  presently.  The  disease  has  been  called 
cholaemic  eclampsia,  just  as  the  corresponding  disease  impli- 
cating the  kidneys  is  sometimes  called  uraemic  eclampsia,  from 
the  frequency  of  the  convulsions.  But  there  may  be  no 
convulsions  in  either  disease  ;  and  in  the  case  I  am  to  read 
to  you  there  were  no  convulsions.  Haemorrhage  from  the 
stomach  or  bowels  or  womb,  or  into  the  tissues,  is  a  very 
characteristic  phenomenon  of  the  disease,  and  yet  there  may 
be  none  of  it.  In  the  case  I  am  to  read  there  were  no 
haemorrhages.  Amaurosis  may  be  present.  The  disease  may 
be  without  jaundice  ;  and  generally,  as  in  the  case  before  us, 
the  jaundice  is  slight.  Here  the  jaundice  got  less  as  the 
woman  got  worse,  instead  of  getting  greater.  The  jaundice  is 
not  like  that  which  you  know  familiarly  as  the  common 
jaundice  ;  it  is  a  much  slighter  condition  of  tinting,  and,  in 
the  cases  of  icterus  gravis  I  have  seen,  never  has  proceeded 
to  be  a  deep  yellow.  The  disease  should  ,not  be  called 
jaundice  or  icterus,  at  all ;  it  is  a  disease  which  affects  the 
whole  body,  and  whose  best  known  manifestations  are  in  the 
liver.  There  you  have  not  only  the  parenchymatous  degenera- 
tion of  the  hepatic  cells,  which  I  told  you  was  a  physiological 
condition  in  pregnancy  and  suckling,  but  further  steps  of 
degeneration,  which  this  is  not  the  place  to  describe,  going  on 
to  complete  fatty  destruction  of  the  hepatic  cells.  This, 
indeed,  should  be  called,  if  we  only  knew  what  the  poison 
was,  a  case  of  poisoning,  perhaps  blood-poisoning.  One  German 
author  ascribes  the  disease  to  poison  from  decomposition  of  the 
foetus,  but  for  this  view  he  advances  no  argument  except  the 
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analogy  of  other  poisons.  Believing  it  to  be  a  poison,  he 
merely  fixes  upon  tliis  one,  apparently  without  any  reason. 
Now,  as  I  go  on,  I  shall,  I  think,  satisfy  you  that  it  is  probable 
that  instead  of  the  dead  and  macerating  fcetus  poisoning  the 
mother,  it  is  the  mother's  condition  that  poisons  the  foetus.  A 
great  author  has  also  suggested  that  the  disease  is  essentially 
ur£eniic  ;  and,  no  doubt,  the  urea  in  the  urine  is  very  much 
diminished  in  this  disease  ;  but  the  disease  is  not  at  all  like 
the  ordinary  ursemic  eclampsia.  Yet,  it  is  true,  parenchy- 
matous degeneration  of  the  Iddney  with  slight  or  copious 
albuminuria,  is  found  along  and  corresponding  with  parenchy- 
matous degeneration  of  the  liver. 

The  disease  is  always  accompanied  by  great  prostration, 
failure  of  the  heart,  and  tendency  to  sudden,  unexpected  death. 
Yet  I  have  known  a  case  rapidly  recover  after  the  pulse  had 
been  imperceptible,  or  very  nearly  so,  for  a  whole  day,  and 
death  surely  anticipated. 

Here  I  would  mention  to  you  an  interesting  set  of  facts  in 
connection  with  this  subject.  If  you  read  over  cases  of  heart 
disease,  especially  mitral  regurgitation,  you  will  find  that,  in 
them,  women  are  very  likely  to  miscarry,  and  miscarriage  is  in 
them  almost  certainly  a  direct  result  of  the  disease.  If  there  is 
a  poison  in  the  woman's  blood,  in  this  case  it  is  probably  a 
poison  from  imperfect  aeration  of  the  blood,  and  that  induces 
the  miscarriage.  This  has  been  almost  proved  by  experiments 
on  the  lower  animals,  showing  that  the  blood  of  dyspnoea 
induces  emptying  of  the  uterus.  You  have  further  evidence  in 
the  fact  that  the  children  are  almost  always  born  fresh,  if  not 
alive.  The  disease  has  brought  on  miscarriage :  it  has  not 
killed  the  child.  The  condition  of  the  blood  has  stimulated 
the  uterus  to  action  directly.  In  the  comparatively  common 
disease  of  tlie  kidneys  observed  in  pregnant  women  with 
albuminuria,  you  have  an  intermediate  set  of  results  between 
those  of  heart  disease  and  those  of  icterus  gravis.  In  uraemic 
patients,  miscarriage  is  not  very  common.  There  does  not  seem 
to  be  a  great  tendency  to  it.  There  is  a  tendency  to  it,  but  not 
great ;  and,  so  far  as  I  can  form  an  impression  from  extensive 
experience  and  reading,  the  child  may  be  alive.  It  is  also 
frequently  dead,  and  we  know  that  in  this  disease  the  child 
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may  be  killed  by  the  iirtemia.  The  urcemia  that  is  part  of  the 
cause  of  the  woman's  disease  is  also  found  in  the  child.  When 
yon  come  to  icterus  gravis,  however,  you  will  find  a  different 
set  of  results.  ISTot  only  is  the  child  almost  always  born  dead, 
but  it  is  almost  always  born  decomposed,  and  there  seems  to 
be  no  tendency  to  abortion  or  miscarriage  directly.  The  uterus 
is  not  prone  to  throw  off  its  contents  ;  if  it  does  throw  off  its 
contents,  it  is  as  a  secondary  consequence  to  the  death  of  the 
•child ;  and  the  death  of  the  child  here  has  been  shown  to  be 
the  result,  or  at  least  to  be  connected  with  the  j)resence,  of 
poisoning  of  its  blood  by  the  biliary  acids  which  have  been 
discovered  in  it.  There  seems  to  be  in  the  icterus  gravis 
rather  a  tendency  to  avoid  miscarriage.  The  foetus  is  in  most 
cases  described  as  being  macerated ;  and  instead  of  abortion 
being  induced  we  have  missed  abortion.  The  case  I  am  to 
narrate  to  you  is  a  case  in  which  the  womb,  as  it  were,  refused 
to  throw  off  its  contents,  instead  of,  as  in  heart  disease,  being 
stimulated  to  throw  off  its  contents.  Here  there  seems  to  have 
been  the  opposite  tendency,  and  the  dead  and  decomposing 
fcBtus  remained  in  it  long  after  it  would  do  so  in  ordinary 
circumstances. 

IsTow,  I  dare  say  you  will  be  prepared  for  my  telling  you 
that  there  is  little  to  be  said  about  the  treatment  of  this  very 
important  disease.  Emetics,  purgatives,  and  diuretics  have 
been  tried,  besides  other  medicines.  The  only  thing  I  can 
suggest  in  the  way  of  treatment  is  that  the  uterus  should  be 
emptied— this  is  with  a  view  of  saving  the  mother.  You  may 
say,  "  Is  there  any  chance  of  saving  the  mother  in  a  disease 
like  this  ?  "  The  impression  abroad  in  the  profession  is  that 
this  is  a  necessarily  fatal  disease  :  but  there  are  two  reasons 
for  hope;  the  first  is,  that  we  know  that  the  physiological  con- 
dition, the  early  stage  of  this  disease,  does  no  harm  to  a  woman  • 
the  second  is,  that  there  is  considerable  probability  that  cases 
are  cured  by  the  death  and  expulsion  of  the  fcetus,  whether  it 
happens  spontaneously  or  is  brought  about  artificially ;  and 
this  appears  to  have  occurred  in  the  case  I  have  to  read  to  you 
So  far  as  the  history  can  indicate,  we  have  reason  to  believe 
that  this  woman  suffered  from  the  same  disease  in  her  first 
pregnancy  that  proved  fatal  in  her  second  ;  and  probably  some 
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of  the  cases  of  dangerous  vomiting  that  have  been  cured  by 
abortion  have  been  in  the  same  category.  The  present  case 
did  not  occur  under  my  care,  but  under  the  care  of  Dr.  Southey, 
who  called  me  to  see  it  in  "  Faith,"  and  to  him  I  must  express 
my  gratitude  for  the  opportunity  of  observing  and  assisting  so 
interesting  a  patient. 

I  have  seen  sudden,  unexpected,  death,  in  a  primipara — ill 
only  for  a  few  days  with  vomiting  and  slight  jaundice — where 
the  child  and  membranes,  spontaneously  expelled  at  the  seventh 
month,  were  slightly  bile-tinted:  and  the  child  survives.  I 
have  seen  recovery  in  a  case,  ill  for  many  days ;  and,  after 
induced  miscarriage  at  the  third  month,  almost  hopelessly 
ill,  amaurotic,  and  sometimes  pulseless ;  pulse  quick,  and  no 
elevation  of  temperature.    And  now  Dr.  Southey 's  case. 

E.  C,  aged  thirty-four;  said  to  be  of  temperate  habits; 
was  married  about  a  year  ago.    Three  months  after  marriage 
she  had  a  miscarriage — after,  it  was  supposed,  the  second 
month  of  pregnancy.    At  this  time  her  condition  was  described 
as  resembling  that  at  the  time  of  her  admission  to  "  Faith," 
only  the  jaundice  was  believed  to  be  greater.    Her  present 
illness  began  about  five  weeks  before  admission  (December  2), 
with  vomiting  and  headache,  of  which  the  former  has  continued 
ever  since.    She  has  kept  her  bed  for  three  or  four  weeks. 
The  jaundice  is  said  to  be  deepened  in  colour.    She  has  had 
wandering  delirium,  especially  at  night.    On  admission  is  in 
a  wandering,  dreamy,  state,  and  says  she  has  no  pam;  is 
aenerally,  but  only  sHghtly,  jaundiced.    Tongue  moist,  not 
furred;    breath  offensive.     No  itching,  nor  yellow  vision. 
Pulse  '108;  respirations  12;  temperature  98-6°.  Fulness 
and  supra-pubic  dulness  in  the  hypogastrium,  where  there  is 
also  slicrht  tenderness.    Does  not  permit  a  sufacient  vaginal 
examination.      Hepatic    dulness    normal;    splenic  dulness 
normal      Urine  dark- coloured,  bile-tinted;   specific  gravity 
IOI2-  turbid,  acid,  albuminous  (one-fifth);  contains  casts, 
epithelial  and  blood  cells.     Takes  milk  and  beef-tea,  but 
vomits  almost  everything.    December  4  :  To  have  a  borax 
wash  for  the  mouth;   the  bowels  to  be  opened  by  sahne 
drau-ht     5th :  Hiccough  occasionally.     6th  :  A  dark,  lumpy, 
lotion  of  bowels.    7th:  Headache.     8th:  Has  slept  well. 
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after  taking  ten  gxains  of  chloral,    Qtli :  To  be  fed  per  rectum. 
I  oth  :  Jaundice  diminished  ;  says  she  feels  better.    Pulse  8  6  ; 
temperature  97-4^.      nth:   Urine  one  pint  and  a  half  in 
twenty-four  hours,  albumen  one-eighth ;   hiccough.      1 8th  : 
Pulse  128;  respirations  18  j   temperature  97°.    Purple  dis- 
coloration of  inner  sides  of  thighs.     19th:  Tongue  furred. 
Is  more  drowsy  and  wandering ;  vomits  her  food,  mixed  with 
bile.    Only  a  trace  of  albumen  in  the  urine,  which  contains 
crystals  of  leucine.    Urea  about  sixteen  grammes  in  twenty- 
four  hours.     2 1st:   The  liver  dulness  slightly  diminished; 
jaundice  less ;  quite  rational  when  refusing  to  permit  a  vaginal 
examination ;  objects  to  induction  of  abortion.    23rd  :  Tangle- 
tent  introduced  into  cervix  uteri;   urine  runs  away  in  bed; 
tent  removed  after  sixteen  hours.     24th  :  Probe  passed  into 
the  uterus,  and  a  large  tangle-tent  placed  in  the  cervix,  with 
a  sponge  in  the  vagina ;   ergotine  to  be  injected  subcutane- 
ously.     Died  in  the  afternoon.     Post-mortem,  forty-three 
hours  after  death :  The  surface  of  the  uterus,  which  is  of  about 
the  size  of  a  cricket-ball,  is  congested,  and  so  are  the  neigli- 
bouring  coHs  of  intestine.    The  liver  small,  weighing  2  lbs. 
2  oz.,  very  soft  and  flabby  to  the  touch ;  its  surface''  partly 
green  (especially  round  the  edges),  partly  brown,  with  the 
lobules  very  distinctly  marked;  no  evidence  of  cono-estion 
Gall-bladder  contains  healthy-looking  bile.    Liver  on  section 
yields  an  emphysematous  feeling;   colour  uniform,  greenish- 
brown  at  first,  but  becoming  darker;  no  trace  of  lobules  to  be 
seem  ;  highly  emphysematous  (not  putrid),  its  section  resembling 
that  ot  highly  aerated  bread.     Spleen  very  dark  in  colour  and 
emphysematous.     Kidneys  flabby,  with  large  air-blebs  under 
the  capsule  and  air-vesicles  on  sections;  structure  very  in- 
distinct, but  presents  evidence  of  congestion  of  cortex  and  bases 
0  pyraniids.    The  cavity  of  the  uterus  contains  air  and  shreds 
weekr  ?^r\'f  /  ^^^^^P^^'^d  f^^tus  of  about  six 

Pl.t%   ^         !  ^T""  ^'^^     ^'^S  pregnant.) 
Placenta  adherent  about  two  inches  in  diameter.    Contents  0 

intl^illf  presenting 
nteinally  numerous  air-vesicles.     Left  common  iliac  vein 
contains  air  with  fluid  blood. 

These  are  only  some  of  the  details  of  this  very  important 
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case.    The  microscopical  details  I  liave  omitted  altogether. 
It  only  remains  for  me  now  to  offer  a  few  remarks  about  the 
diagnosis  of    this  disease  from  vira^mia.     This  disease  is, 
generally,  a  comparatively  chronic  one,  occurring  in  preg- 
nancy.   Urremia,  or  the  disease  of  the  kidneys  connected  with 
the  urreniia,  is  generally  an  acute  disease,  running  a  rapid 
course  and  occurring  most  frequently  during  or  near  parturition. 
In  this  disease  you  have  delirium,  muttering,  and  lethargy, 
rather  than  coma — conditions  which  are  very  different  from 
the  silence  and  deeply  comatose  condition  of  a  woman  suffer- 
ing from  ursemic  eclampsia,  between  the  fits.    In  this  woman, 
and  in  cases  of  this  kind,  jactitation  and  restlessness  are  often 
described.    The  reverse  is  the  case  in  the  coma  of  unemia, 
and  in  our  patient,  at  the  worst,  there  was  a  possibility  of  being 
roused  to  clear  intelligence  for  a  few  minutes,  which  is  not 
observed  in  uraemia.    In  this  disease  you  may,  as  in  her  case, 
have  almost  constant  vomiting.    Whether  it  is  accompanied 
with  sickness  or  not  I  am  unable  to  say,  but  there  was  in  this 
woman,  even  when  she  was  not  vomiting,  the  constant  or  very 
frequent  repetition  of  the  efforts  of  vomiting.    This  is  not 
observed  in  urtemia:   violent  vomiting  for  a  time  is  not 
uncommon  in  uremic  cases,  but  it  is  only  for  a  time,  at  the 
commencement ;  constant  vomiting  is  not  observed.    In  this 
disease  there  was  observed  great  duskiness  of  the  skin,  and  a 
peculiarly  injected  condition  of  the  venous  capillaries  in  the 
thighs.    Now,  in  the  deep  coma  of  urEemic  eclampsia  you 
have    simple  cyanosis  of  varying  degree,  sometimes  very 
intense ;  but  you  have  not  the  duskiness  and  local  blueness  I 
have  mentioned  as  occurring  in  this  disease.    There  are  a 
great    many  other  distinctions  between   the  two  diseases, 
founded  upon  examination  of  the  discharges  from  the  body, 
especially  upon  the  examination  of  the  urine,  and  the  two 
diseases  are  quite  easily  distinguished  post-mortem.    I  liave 
made  these  remarks  upon  the  distinction  of  the  two  diseases, 
because  some  authors  have  regarded  the  eclampsia  and  coma 
in  both  as  the  same ;  and,  indeed,  as  I  have  already  told  you, 
at  least  one  "reat  author  describes  the  coma  and  eclampsia  as 
ownin-  the  same  cause.    The  clinical  history  of  the  diseases 
is  very  distinct,  and  shows  no  very  close  alliance  between 
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them  at  all.  I  must  warn  you  against  supposing  that  any- 
tliing  I  have  said  in  regard  to  icterus  gravis  is  conclusive. 
The  disease  is  rare,  and  has  not  yet  come  to  that  degree  of 
distinctness  of  recognition  that  enables  a  lecturer  to  speak 
with  precision  and  dogmatically ;  but  I  feel  quite  sure  that  the 
subject  is  of  such  intense  importance  as  to  be  well  worthy  of 
the  time  I  have  given  to  it. 


X 


LECTURE  XXXIII. 

ON  riBEOUS  TUMOUR  OP  THE  UTEEUS. 

The  subject  of  this  lecture  is  furnished  by  two  cases  of  uterine 
fibroid  which  have  recently  passed  through  "  Martha." 

Tliis  disease,  uterine  fibroid,  is  one  which  has  itself  suffered 
from  a  very  serious  affliction,  the  disease  of  many  names,  very 
important  from  a  student's  point  of  view.  The  regular  name  is 
fibrous  tumour  of  the  uterus.  The  term  uterine  fibroid  has  been 
lately  coined ;  it  is  shorter,  and  on  this  account  may  supplant 
the  old  name. 

Uterine  fibroid  is  a  disease  of  the  child-bearing  period  of  Hfe, 
not  of  any  other ;  a  disease  affecting  the  elderly  women  rather 
than  the  younger  during  this  period,  and  probably  attacking 
women  who  are  fertile  rather  than  those  who  are  sterile.  It  is 
a  disease  which  aff'ects  the  middle  layer  of  the  wall  of  the  uterus 
alone.  The  chief  constituents  of  the  middle  layer  of  the  uterine 
wall  are  unstriped  muscular  fibre  and  connective  tissue;  and 
these  tumours  generally  consist  of  both  of  these  structures  in 
various  conditions  of  development ;  sometimes,  however,  of  one 
or  of  the  other,  almost  exclusively.  Its  vascular  structures  may 
be  little  developed  or  may  be  immensely  developed.  A  fibroid 
may  be  telangiectatic— that  is,  the  venous  sinuses  of  the  tumour 
may  have  a  peculiarly  great  development.  It  may  also  be 
lymphangiectatic,  which  signifies  a  great  and  pecuHar  develop- 
ment of  the  lymph  channels. 

This  tumour  may  develop  itself  wherever  there  is  tissue  of 
the  kind  constituting  the  middle  layer  of  the  uterine  wall;  for 
instance,  in  the  round  ligament,  broad  ligament,  Fallopian  tube, 

vagina,  or  ovary.  .   •  ^-    ^  • 

The  subject  of  to-day's  lecture  is  ordinary  characteristic  uterine 
fibroid  This  may  grow  in  the  midst  of  the  tissue  composing 
the  middle  layer  of  the  wall  of  the  uterus,  in  which  case  it  is 
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called  embedded,  or  intra-mural ;  or  it  may  grow  in  or  on  the 
outside  of  the  middle  layer,  when  it  is  called  sub-peritoneal;  on 
the  other  hand,  it  may  grow  in  or  on  the  inside  of  the  middle 
layer,  in  which  case  it  is  called  sub-mucous.  This  is  a  very 
elementary  and  incomplete  statement  of  the  three  positions. 

The  cases  npon  which  I  lecture  to-day  are  of  the  commonest 
variety— imbedded,  or  intra-mural.  These  are  almost  always 
more  or  less  distinctly  separable  from  the  tissue  of  the  uterus, 
surrounded  by  a  capsule  of  tissue  less  dense  than  its  own  or  that 
of  the  uterine  wall,  and  in  this  capsule  are  developed  enormous 
uterine  sinuses.  It  is  this  great  development  of  uterine  sinuses 
around  the  tumour  which  gives  it  its  chief  importance.  This 
development  is  analogous  to  that  which  takes  place  in 
pregnancy. 

Now  what  is  the  importance  of  these  tumours  ?    Why  is  it 
that  they  are  of  such  intense  interest  to  practitioners  ?  Because 
tJiey  are  very  common.    Because  they  are  sometimes  very  lar-e 
Because  they  sometimes  give  rise  to  diagnostic  confusion  and 
difficulty,  especially  when  they  are  complicated.    When  com- 
plicated with  a  cyst  or  chamber  in  their  substance  full  of  'fluid 
they  are  very  liable  to  give  rise  to  error  in  diagnosis.    Such  a 
tumour  is  caUedfibro-cystic,  and  is  often  difficult' to  distinguish 
from  ovarian  cystoma.    When  fibrous  tumours  of  the  uterus  are 
complicated  with  pregnancy,  the  one  or  the  other  cond  tLn 

cu  s"I^,^  Tfr''  -  f -  error  of  omission 
occurs,  and  so,  likewise,  when   complicated  with  ovarian 

thJ  IT^'^'^l  ^''"^  '''''''''  ^^^sease.    It  is  for 

the  most  part  a  bleeding  disease,  and  might  be  called  bv  the 

7^:7^^=^  1::: 
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discharge,  but  a  regular  flooding ;  and  in  this  case  a  woman 
bleeds  as  in  phlebotomy,  a  large  sinus  being  open,  and  I  have 
seen  such  openings.  This  kind  of  bleeding,  I  believe,  leads  to 
death,  directly  and  indirectly,  nearly  as  frequently  as  post- 
partum h£fimorrhage  causes  death  directly.  Sometimes  it  causes 
death  directly  or  at  once,  but  more  frequently  indirectly,  by 
producing  extreme  anajmia  ;  the  woman  dying,  perhaps  without 
any  loss  of  blood  at  the  time.  Examples  of  both  of  these  fatal 
terminations  are  not  very  rare. 

These  tumours  are  very  important :  they  frequently  interfere 
with  utero-gestation.  They  are  themselves  liable  to  disease  ; 
inflammation  and  sloughing,  and  probably  other  forms  of 
degeneration.  They  are  dangerous  to  life  from  sometunes 
producing  chronic  or  acute  peritonitis ;  occasionally  appearing 
to  produce  what  is  called  cancerous  peritonitis,  the  latter  half 
of  this  name  being  suggested  by  the  rapidity  of  its  progress 
Very  rarely  peritonitis  and  death  are  induced  by  peritoneal 
rupture  I  have  known  peritonitis  and  death  caused  by  crack- 
ings of  the  outside  shell  of  a  fibroid  which  was  calcified  m 
coque,  and  in  which  the  coque  was  made  to  crack  or  burst 
outwards  by  the  shrinking  of  the  internal  parts  of  the  tumour. 

Sometimes  the  disease  produces  an  extreme  and  even 
dangerous  amount  of  constitutional  or  gastric  irritation,  so 
called  from  our  present  ignorance  of  its  real  pathology  Some- 
Les,  but  rarely,  it  causes  obstruction  of  the  bowels.  We  hav 
in  our  second  case  for  to-day's  lecture  an  example  of  a  rare 
fatal  termination  of  this  disease;  in  the  midst  of  convulsu^ 
and  other  nervous  phenomena  induced  by  — ' 
nuence  of  partial  and  long-continued  obstruction  o  the  me  ers. 
^  Such  gentlemen,  is  a  rough  outline  sketch  of  the  pathology 
and  formidable  character  of  the  disease  of  which  we  have 
"cently  had  two  examples  in  "  Martha."    Now  for  the  history 

°'  fTl  f"rty-five,  married  twenty-three  years ;  three  childi-en, 
the  last  S;enteen  years  ago.    Catamenia  commenced  at  fourteen 
irars    f  age;  last  occurred  a  fortnight  ago   l-^terly -eguh  , 
from  four  to  six  weeks  ;  of  about  four  days  duration 
tlT  last  occasion  the  loss  excessive.    No  leucorrhoea.  Two 
firnoticed  a  swelling  in  the  lower  abdomen,  which 


OF  THE  UTEJRUS. 


309 


has  been  getting  gradually  larger.  Has  no  pain  when  still,  but 
feels  discomfort  in  the  lower  back  when  walking  about.  Is 
extremely  anaemic,  with  puffy  swelling  of  the  face.  Belly 
prominent,  with  uniform  surface,  semi-globose ;  lower  half  occu- 
pied by  a  firm  elastic  mass,  with  an  indistinct  feeling  of  fluid  : 
this  mass  moves  freely  from  side  to  side ;  it  is  not  tender ;  no 
liuctuation.  Mass  dull  on  percussion ;  resonance  commences 
one  inch  above  the  umbilicus.  Per  vaginam,  cervix  uteri  much 
elevated;  brim  of  pelvis  presents  fulness,  but  is  otherwise 
natural.  Cervix  healthy,  with  a  minute  excrescence  seen  to 
project  from  its  interior,  not  felt  by  the  finger.  Probe  passes 
easily  to  the  left,  and  runs  up  on  the  left  side  of  the  tumour. 
Its  point  can  be  felt  a  little  above  the  level  of  the  umbilicus, 
and  about  five  inches  to  its  left,  when  it  has  passed  in  six  and 
a-half  inches.  Uterine  souffle  plainly  audible  in  the  region  of 
the  right  iliac  fossa. 

Here  was  a  very  simple  case,  but  I  shall  show  you  it  might 
liave  been  a  very  difficult  one  to  a  beginner.    There  were  three 
small  polypi  in  the  cervix  uteri,  from  which  the  htemorrhage 
might  have  proceeded,  but  probably  did  not  do  so  to  any 
important  amount.     They  were  removed  by  forceps.  This 
tumour  might  readily  have  been  mistaken  for  a  six  months' 
pregnancy ;  there  was  a  round  swelling,  firm  and  elastic,  and  on 
manipulation  it  could  be  felt  distinctly  to  contract.    On  auscul- 
tation, the  uterine  bruit  or  souffle  was  heard.    Mark  how 
erroneous  it  is  to  call  this  sound  the  placental  bruit,  and  yet  it 
IS  a  term  frequently  applied  to  it.    The  tumour  was  movable  • 
the  cervix  was  high,  large,  and  soft.    There  were,  therefore  in 
It  many  of  the  chief  features  of  pregnancy;  and  the  bleed'inc 
might  have  been  referred  to  the  mucous  polypi.    The  ao-e  of 
the  woman,  and  other  points,  however,  were  sufficient  to  dismiss 
such  an  idea  in  our  immediate  case;  and  so  the  uterine  probe 
was  mtroduced,  which  revealed  a  large  uterine  cavity  (as  would 
also  be  met  with  in  pregnancy).    The  treatment  of  this  case  was 
not  to  produce  absorption  ;  such  an  occurrence  is  so  rare  that  it 
must  not  be  expected ;  it  may  be  hoped  for  in  an  old  woman. 
Of  course  we  removed  the  three  small  polypi,  which  had  little 
to  do  with  the  hemorrhage;  and  haemorrhage  was  the  only 
important  symptom  or  condition  to  combat. 
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The  treatment  adopted  was  a  course  of  ergot.  lu  many 
cases  this  drug  is  of  no  avail,  but  in  this  case  it  had  results  so 
immediate  as  to  cause  astonishment.  I  must  remind  you  that 
the  tumour  was  so  soft  as  to  give  the  idea  of  fluid :  this  is 
exactly  the  kind  which  is  known  to  be  most  benefited  by  ergot. 
We  injected  three  grains  of  ergotine  underneath  the  skin  ;  this 
was  repeated  several  times  at  intervals  of  a  day  ;  but  it  had  at 
length  to  be  discontinued  because  it  produced  very  serious 
diffuse  inflammation  of  the  cellular  tissue,  narrowly  and  fortu- 
nately without  a  suppurative  termination.  This  effect  we  found 
to  be  pecuUar  to  the  patient,  for  the  same  injection  caused  no 
inflammation  in  several  other  women,  the  same  solution  and 
syringe  being  employed.  In  place  of  it,  a  fluid  drachm  of  the 
liquid  extract  of  ergot  was  given  daily  by  the  mouth.  The 
result  of  the  treatment  has,  as  far  as  I  know,  never  been 
surpassed  as  regards  rapidity  of  diminution  of  the  tumour.  The 
dulness  which  extended  one  inch  above  the  umbilicus  was  in 
forty-eight  hours  reduced  so  as  to  extend  only  to  the  level  of 
three  inches  below  it.  Such  a  remarkable  result  could  only 
have  been  produced  in  a  soft  tumour. 

This  improvement  was  accompanied  by  arrest  of  bleedmg. 
After  being  in  the  hospital  two  months,  she  went  out,  having 
lost  the  puffy  anemic  appearance,  and  having  acquired  a  healthy 
aspect.  The  use  of  the  ergot  may  now  be  given  up,  for  a  time 
at  least.  [Seven  months  afterwards  she  was  heard  of,  and  fully 
maintained  all  the  improvement.] 

A  few  words  about  abdominal  tumours  connected  with  the 
uterus,  which  diminish.  You  must  not  suppose  that  uterine 
fibroids  are  the  only  ones.  From  them,  as  the  result  of  their 
shrinking,  blood  and  oedematous  fluid,  which  is  often  very 
abundant,  may  be  expressed  by  the  contractions  of  the  muscular 
envelope.  Indeed,  at  length,  and  probably  also  from  the 
mechanical  compression,  the  very  tissue  of  the  tumour  may 
be  absorbed.  I  saw  a  case  in  the  hospital,  the  other  day,  m 
which  there  was  a  tumour  in  the  lower  abdomen,  with  loss  of 
blood  while  the  patient  was  taking  styptic  medicine.  I  diagnosed 
a  morbid  pregnancy.  The  tumour  rapidly  diminished,  and  there- 
fore the  diagnosis  was  thought  to  have  been  very  far  wrong ;  but 
suddenly  a  dried-up  placenta  and  fffitus  were  expelled.  The 
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liquor  aranii  had  become  absorbed,  and  this  was  the  cause  of  the 
shrinking  in  this  case.  A  hajmatocele  may  also  rapidly  disappear. 
You  will  remember  a  case  lately  in  "  Martha." 
I  come  now  to  the  second  case,  and  with  it  I  shall  be  brief. 
A.  S.,  set.  forty,  married  eleven  years ;  never  pregnant.  Cata- 
menia  commenced  at  twenty-one  years  of  age;  last  menses 
appeared  nine  weeks  ago,  continued  for  thirteen  days  very 
profusely,  accompanied  by  severe  pain  in  the  lower  back  and 
abdomen.    The  periods  have  generally  been  irregular ;  formerly 
the  interval  extended  from  two  to  six  months.    Two  years  ago 
they  became  regular;  a  scanty  loss  every  three  weeks.  Six 
months  later  the  periods  became  profuse,  with  only  a  fortnight's 
mterval.    Latterly  there  has  been  again  a  longer  interval — four 
or  five  weeks— and  the  loss  has  been  inconsiderable.  Complains 
now  of  a  stabbing  pain  in  the  lower  part  of  the  belly,  especially 
in  right  flank,  shooting  down  the  right  thigh,  coming  on  every 
few  hours.    Loss  of  appetite ;  constipated  bowels ;  painful  mic- 
turition ;  alleged  great  flow  of  urine.    Urine  examined  :  abiost 
colourless;  reaction  acid;  no  albumen;  sp.  gr.  1003.  The 
abdomen  is  prominent,  semi-globose  in  shape,  "occupied  by  a 
dense  hardness,  said  to  be  of  twelve  months'  duration  ;  the  most 
prominent  point  is  midway  between  umbilicus  and  symphysis 
pubis,  the  belly  here  measuring  thirty-two  inches.    The  whole 
of  the  prominent  part  is  very  hard,  slightly  elastic.  Hardness 
dull  on  percussion,  up  to  one  inch  above  the  navel.    No  impair- 
ment of  resonance  elsewhere.    True  pelvis  nearly  altogether 
occupied  by  a  hardness  which  can  be  identified  with  the  abdo- 
mmal  tumour  above  described.    The  vagina  is  natural  and 
contains  a  white  discharge.    Probe  passes  easily  into  the  uterus 
to  the  left  to  the  extent  of  six  and  a  half  inches.  Tenderness 
on  both  sides  ot  the  uterus,  especially  on  the  ricrht 

The  chief  interest  in  this  case  lies  in  the  remarkable  way  in 
which  the  disease  produced  a  fatal  result.  Wliile  in  the  hospital 
undergoing  treatment  she  was  seized  with  uncontrollable  vomit- 
ing, which  lasted  for  about  eight  days.  At  the  end  of  this  time 
^le  began  to  have  frequent  and  incessant  twitchings,  and,  at 
least  twice,  actual  convulsive  fits.  She  had  also  wha;  I  never 
saw  before-a  very  remarkable  limited  herpetic  eruption  upon 
the  perineum  and  posterior  parts  of  labia  majora;  nowhere  else 
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This  came  on  suddenly,  and  disappeared  almost  as  quiclvly.  I 
I  have  no  doubt  this  was  due  to  the  morbid  nerve  iuttuence 
which  caused  the  twitchings  and  convulsions.    We  were  puzzled 
beyond  measure  at  this  unusual  and  unexpected  group  of 
phenomena.    The  post-mortem,  however,  explained  it  all.  Post- 
mortem, thirty  hours  after  death: — Ahdomeoi. — Stomach  dis- 
tended ;  was  not  opened,  neither  were  the  intestines.    No  peri- 
tonitis.   Evidence  of  old  peritonitis,  upper  surface  of  the  liver 
and  spleen  being  adherent  to  diaphragm.    Liver :  upper  surface 
adherent  to  diaphragm,  and  lower  surface  to  upper  border  of 
right  kidney ;  on  section,  healthy ;  gall-bladder  full  of  light 
green  bile.    Spleen :  adherent  to  diaphragm ;  healthy.  Eight 
kidney:  small,  wasted;  capsule  comes  off  with  ease,  leaving 
surface  smooth,  pale,  mottled  with  a  few  blood-vessels ;  cortex 
narrow,  white  ;  pyramids  pink ;  ureter  much  dilated  and  tortuous, 
nearly  as  big  as  to  admit  a  finger.    Left  kidney  and  ureter  same 
as  tlie  right.    The  two  weigh  1 1  oz.    No  clots  in  vena  cava  inf., 
in  right  spermatic  vein  or  left  spermatic  vein.    At  the  junction  of 
the  internal  iliac  with  the  external  of  the  left  side  is  a  large  clot  of 
fibrinous  nature,  not  completely  organized,  filling  up  the  cavity 
of  the  vein.    On  following  the  branches  of  the  internal  iliac  vein, 
a  vein  was  found  coming  from  the  spine,  and  emptying  itself  into 
the  internal  iliac,  completely  blocked  by  a  nearly  organized  clot. 
Filling  up  the  whole  of  the  upper  part  of  the  pelvis  is  a  large 
fibrous  tumour,  weighing  4  lbs.  10  oz.,  and  pushing  the  bladder 
over  to  the  left.    There  is  a  large  vein  on  the  right  side  of  the 
tumour,  dilated,  tortuous,  and  empty.    Tumour  hard  and  pale, 
no  blood-vessels  being  seen  in  its  substance.    Cervix  obliterated. 
The  cavity  of  the  uterus  is  on  the  left,  and  is  very  elongated 
and  dilated  and  very  pale.    Eight  ovary  pale,  and  displays  a 
recent  ruptured  Graafian  vesicle.    Bladder :  mucous  surface  very 
pale. 

Now,  how  did  this  tumour  produce  the  fatal  result?  It 
was  very  hard,  and  was  jammed  into  the  pelvis,  and  compressed 
the  ureters.  The  ducts  became  greatly  dilated  and  tortuous. 
The  kidneys  were  irritated,  and  their  structure  became  diseased. 
Tlie  nervous  phenomena  which  preceded  death  were  almost 
certainly  uremic ;  death  being  produced  by  the  compression  of 
the  ureters  as  the  first  link  in  the  chain  of  fatal  consequences 
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of  the  tumour.  The  iiriue  when  examined  presented,  as  its 
only  morbid  condition,  a  low  specific  gravity,  and  this  did  not 
excite  suspicion  of  the  disorder  that  existed.  Several  times, 
when  she  was  very  ill,  we  wished  to  examine  it ;  but,  as  it  was 
passed  in  bed,  none  could  be  collected  for  this  purpose.  As  I 
have  said,  we  never  suspected  this  lesion,  and  consequently  were 
unlikely  to  diagnose  it.  In  similar  circumstances  in  future, 
besides  looking  narrowly  to  the  urine,  I  should  attach  importance 
to  pain  in  the  iianks  and  down  the  thighs. 

The  urgency  of  this  case  was  quite  as  much  in  the  pain  as 
in  the  bleeding ;  and  it  appeared  to  me  that  the  pain  might  be 
diminished  by  relieving  the  great  tension  in  the  neck  of  the 
womb.  The  os  was  slightly  opened,  and  the  cervix  very  much 
on  the  stretch ;  the  tumour  growing  down  into  its  lip  on  one 
side.  I  incised  it,  therefore,  with  a  pair  of  scissors,  partly  to 
relieve  tension,  and  hoping  to  reduce  the  hemorrhage,  which 
the  dilatation  of  the  neck  in  such  cases  certainly  sometimes 
does.  We  contemplated  also  possible  removal  of  the  tumour 
by  enucleation;  but  the  autopsy  showed  that  such  a  result 
could  scarcely  have  been  produced.  The  operation  of  enuclea- 
tion would  have  probably  proved  a  failure,  and  would  probably 
never  have  been  attempted,  from  the  failure  of  the  indications 
for  Its  fulfilment  which  should  have  been  manifested  in  the 
progress  of  the  interference. 

The  destruction  of  the  tumour  might  have  been  attempted 
by  other  methods,  such  as  by  means  of  applications  of  the 
actual  cautery.  But  while  the  autopsy  showed  that  successful 
enucleation  could  scarcely  have  been  effected,  it  also  showed  a 
lesion  of  the  urinary  system  which  rendered  removal  of  the 
tumour  necessary  for  the  saving  of  the  woman's  life  from  the 
ivincl  of  death  which  carried  her  off. 

Eecentl)^  oophorectomy  has  been  resorted  to  in  cases  of 

rl^r  T  "^^^^^^^^  f '''''''  is  specially 

Ztt  '  1    "    1  ""^/''^  ^^^S^'  being  then 

feadsforr       r'''^'''T'  bleeding  and 

leads  to  diminution  or  absorption  of  the  tumour.    It  is  not  vet 
an  estabbshed  therapeutic  procedure.    Still  less  is  exc  oV 
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fibroids  in  this  desirable  established  position,  the  operation 
having,  as  hitherto  practised,  too  high  a  mortality  for  general 
recommendation.  But  much  may  be  expected  from  the  zeal 
and  boldness  of  the  surgeons  who  practise  these  surgical  pro- 
cedures, and  who  may  so  perfect  them  as  to  make  them  safe 
enough  for  our  adoption.  In  very  bad  cases  I  have  recom- 
mended both  of  them. 


LECTURE  XXXIV. 


ON  INTRA-UTEEINB  TUMOURS. 


I  PROPOSE  to-day  to  say  nothing  of  malignant  growths,  and  I 
prefer  to  discuss  my  present  subject  under  the  title  of  "  intra- 
uterine tumours"  rather  than  " intra-uterine  polypi,"  which 
latter  would  be  the  natural  or  ordinarily-used  designation  of 
the  subject  of  this  lecture.    In  describing  polypi  and  tumours 
two  things  are  confused— the  origin  and  the  situation  of  the 
polypus  or  tumour ;  and,  like  all  confusions,  this  one  leads  to  a 
great  deal  of  harm.    A  tumour  is  best  named  with  reference  to 
Its  origin.    To-day  we  are  considering  only  tumours  which  are 
mtra-uterine  in  their  origin ;  which  spring  from  the  cavity  of 
the  body  of  the  uterus,  and  which  remain  there.    An  intra- 
uterine polypus  may  be,  in  point  of  situation,  vulvar— the 
polypus  hanging  in  the  vulva— that  is,  between  the  labia.  A 
polypus  intra-uterine  in  origin  is,  in  the  majority  of  cases,  a 
vaginal  polypus  in  situation;  or,  again,  a  polypus  which  grows 
from  the  mterior  of  the  body  of  the  uterus  may  be  intra-cervical 
m  situation:  and  when  you  hear  of  intra-uterine  polypi,  or  look 
at  pictures  or  diagrams  of  them,  what  is  generallv  ieant  is 
mtra-cervical.    A  fibroid,  or  a  mucous  membrane  "growth  if 
truly  mtra-uterine  in  situation,  is  very  rarely  a  polypus.  Except 
in  the  case  of  little  mucous  intra-uterine  polypi,  I  have  never 
•seen  an  mtra-uterine  growth  which  was  a  well  pediculated 
polypus. 

An  intra-uterine  growth,  not  intra-cervical,  is  either  sessile 
or  has  only  a  neck;  it  has  no  distinct  stalk  to  make  it  a 
polypus  \oii  may  easily  perceive  that,  within  the  womb 
proper,  there  IS  no  room  for  the  development  of  a  stalk  to  a 
polypus  which  IS  of  any  considerable  dimensions.  You  must 
understand,  then,  that  intra-cervical  polypi  are  generally  called 
mtra-utenne,  and   wrongly  so;  moreover,   they  are  easily 
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diagnosed  and  managed,  compared  with  truly  intra-uterine 
growths,  which  are  rarely,  if  ever,  polypi,  and  have,  only  some- 
times, a  neck,  never  a  stalk. 

You  see,  I  do  not  attempt  to  make  a  new  nomenclature :  that 
is  an  easy  proceeding  which  is  rarely  advantageous  and  still 
more  rarely  successful:  but  I  give  a  designation  to  growths 
which  are  truly  within  the  cavity  of  the  body  of  the  uterus, 
caUing  them  intra-uterine  tumours,  not  intra-uterine  polypi, 
from  their  origin  and  situation  combined ;  and  it  is  only  of 
such  truly  intra-uterine  tumours  that  I  intend  to  speak  to-day. 
You  will  understand  the  rationality  of  calling  a  tumour  or 
polypus  according  to  its  site  of  origin,  and  using  other  terms  to 
denote  the  situation  in  which  the  body  of  the  growth  happens 
to  lie,  if  you  think  of  polypi  of  the  nose.  These  sometimes 
hang  down  into  the  pharynx,  and  they  are  not  called  pharyngeal, 
but  nasal  polypi;  and  we  are  only  carrying  out  the  same  rule 
of  nomenclature. 

To  recapitulate,  truly  intra-uterine  polypus  does  not  exist,  or 
is  never  seen  except  in  the  case  of  a  small  mucous  polypus, 
such  as  I  show  you  in  this  preparation,  for  there  is  no  room  for 
a  stalk  to  develop  to  a  tumour  which  attains  even  a  moderate 
size.  The  most  common  uterine  tumours  are  fibroids,  and  these 
may  be  vulvar,  vaginal,  or  intra-cervical  polypi,  or  intra-uterme, 
or  submucous,  or  embedded,  or  subperitoneal  tumours. 

What  I  have  already  said  indicates  that  a  growth  from  the 
interior  of  the  uterus  almost  invariably  grows  downwards.  It 
beoins  within  the  cavity  of  the  body  of  the  uterus,  and  as_  it 
proo-resses  it  becomes,  under  the  influences  of  growth  and  uterme 
actfon,  intra-cervical,  and  then   it  becomes  vagmal,  and  it 
mav  even  become  vulvar  in  situation.    Here  are  specimens 
shoeing  this  progress:  In  both,  the  polypi  attached  to  the 
fundus  have  reached  the  vagina,  and  in  doing  so  have  shortened 
the  uterine  cavity,  pulling  down  the  fundus,  partially  mvertmg 
it,  that  is,  making  it  convex  interiorly  with  a  correspondmg 
concavitv  or  dimple  or  cup  on  the  outer  or  peritoneal  side.  Bu 
this  is  not  invariably  the  case:  a  polypus  may  grow  up  instead 
of  down;  and  to  prove  this  I  pass  round  a  preparation  m  which 
li  wiS  observe  an  intra-uterine  growth,  almost  the  size  of  a 
iZn  lZ,  attached  by  a  neck  to  the  lower  part  of  the  cavity 


ON  INTBA- UTERINE  TUMOURS.  3  ^  7 

of  the  body  of  the  uterus,  and  it  is  growing  upwards  into  tlie 
cavity  of  the  body,  instead  of  downwards  into  the  cavity  of  the 
cervix.  Perhaps,  if  that  woman  had  lived,  and  we  had  had  a 
further  liistoiy  of  that  growth,  we  might  have  found  that  it 
ultimately  descended,  following  the  usual  order  of  things. 

One  more  word  before  I  come  to  intra-uterine  tumours. 
What  are  the  polypi,  intra-uterine  in  origin,  but  in  situation 
intra-cervical  ?  They  may  be  polypi  of  the  mucous  membrane, 
ribrinous  polypi  are  characteristically  intra-cervical,  though 
not  invariably  so.  Placental  polypi  are  occasionally  intra- 
cervical,  but  not  generally.  Then,  there  is  a  rare  condition 
called  cervical  pregnancy,  in  which  a  mole  or  an  otherwise 
healthy  ovum  has  been  pushed,  in  the  process  of  abortion,  out 
of  the  cavity  of  the  body  of  the  uterus,  its  original  and  natural 
site,  into  the  cavity  of  the  cervix,  but  still  retaining  its  con- 
nections with  the  mucous  membrane  lining  the  body  of  the 
uterus.  Lastly,  you  have  fibroids,  either  as  true  polypi,  or  as 
spurious  or  false — that  is,  partially  or  almost  completely 
enucleated. 

'Now,  what  are  the  varieties  of  intra-uterine  tumour  ?  You 
have  three  forms  of  mucous  polypi  which  occur  in  this  situation : 
firstly,  adenomatous,  that  is,  consisting  of  hypertrophied  glandu- 
lar structures  of  the  uterine  mucous  membrane  ;  secondly,  what 
may  be  called  molluscum,  hypertrophy  of  the  areolar  tissue 
without  glandular  development ;  and  thirdly,  cystic  tumours 
where  the  disease  is  probably  the  accumulation  of  fluid  within 
closed  glands  of  the  mucous  membrane.  This  cystic  degenera- 
tion sometimes  accompanies  or  forms  an  addition  to  an  intra- 
uterine fibroid.  Wlien  I  do  not  mention  any  particular  kind  of 
growth  in  my  lecture  to-day  you  will  understand  me  as  speaking 
of  an  intra-uterine  fibroid.  You  may  have  a  fibrinous  polypus 
within  the  body  of  the  uterus,  or  a  placental  mass— of  which 
latter  I  have  narrated  examples  in  a  former  lecture.  When 
.you  have  an  intra-uterine  fibroid  it  is,  as  I  have  already  said,  a 
sessile  growth,  or  one  which  has  merely  a  neck,  not  a  distinct 
stalk;  it  is,  therefore,  not  a  polypus.  So  far  from  being  a 
polypus,  the  fibroid  may  only  bulge  into  the  uterine  cavity,  and 
I  have  repeatedly  removed  such  when  there  was  scarcely  bulging 
to  guide  the  operator.    It  may  be  a  true  intra-uterine  growtl^, 
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covered  with  mucous  membrane  or  with  a  capsule  of  muscular 
tissue  in  addition  ;  or  it  may  be  a  spurious  or  false  intra-uterine 
growth,  having  no  covering,  having  been  to  some  extent  spon- 
taneously enucleated  ;  such  a  one  was  at  first  embedded  in  the 
wall  of  the  uterus,  and  has  been  expelled,  through  an  opening 
made  in  the  mucous  membrane  and  muscular  tissue,  into  the 
uterine  cavity,  where  it  may  be  found  as  an  intra-uterine  tumour. 
.   What  now  are  the  events  which  may  arise  in  the  history  of 
an  intra-uterine  fibroid  ?    It  may,  as  in  a  case  I  shall  presently' 
narrate  to  you,  cause  a  woman  to  bleed  till  she  is  at  the  point 
of  death ;  and  indeed,  as  I  have  repeatedly  seen,  the  bleeding 
may  prove  fatal ;  or,  again,  it  may  give  no  trouble  at  all,  being 
found  only  after  death,— not  so  much  as  suspected  before.  It 
may  be  pushed  down  into  the  cervix ;  or  farther,  into  the 
vagina  ;  and  perhaps  even  into  the  vulva  :  during  which  process 
a  stalk  is  formed,  which  it  did  not  before  possess.    It  was  not  a 
polypus  so  long  as  it  remained  in  its  place  of  origin,  but  when  it 
reached  the  cervix  it  became  one,  whether  of  the  true  or  false 
variety  ;  that  is,  whether  still  encapsuled  or  partially  enucleated. 
It  may  be  in  the  course  of  this  pushing  down  that  it  becomes 
enucleated,  or  it  may  be  enucleated  close  to  its  original  site,  sa 
as  to  have  no  covering  and  lie  bare  ready  to  be  detached.  It 
may  even  become  completely  enucleated ;  that  is,  enucleated 
and  detached.    When  detached  it  generally  lies  in  the  vagina 
and  rots ;  but  we  have  watched  a  case  in  "  Martha  "  where  the 
whole  process  of  enucleation  occupied  only  a  few  hours,  with 
uterine  pains,  bleeding,  and  the  expulsion  of  the  tumour,  not 
only  into  the  vagina,  but  into  the  bed.    Another  result  may 
still  happen  and  is  well  illustrated  by  a  case  which  was  in 
"Martha"  not  long  ago.    The  uterus  seizes  the  intra-uterine 
tumour  as  it  seizes  a  mole  or  a  child,  and  pushes  it  out ;  but  in 
the  course  of  this  process  a  stalk  is  not  formed ;  the  tumour 
]3ulls  the  probably  thin,  and  therefore  weak,  uterine  attachment 
with  it ;  and  consequently  you  see  the  woman  with  an  inverted 
uterus.    It  is  not  a  polypus  which  produces  this  effect ;  it  is  a 
sessile  or  necked  tumour,  which  refuses,  metaphorically  speaking, 
to  form  a  stalk,  pulls  the  fundus  down,  and  the  womb  inside  out. 

The  lower  end  of  a  fibrous  polypus  sometimes  sloughs  and 
thus  becomes  partially  enucleated.    In  such  a  case  there  is 
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often,  and  naturally,  great  alarm  on  account  of  the  foBtor  of  the 
discharges,  and  the  ragged  unusual  feeling  of  tlie  mass. 

These  processes  illustrate  the  polarity  of  the  uterus,  of  which 
I  spoke  in  a  former  lecture.  In  order  that  all  tliis  may  happen 
you  must  have  an  inhibition  of  the  lowest  part  of  the  uterine 
body  while  the  upper  segments  are  working.  During  the  growth 
of  the  intra-uterine  tumour  you  had  an  opposite  condition ;  the 
lower  segment  of  the  uterus  was  closed  and  the  upper  segment 
expanded.  Then  comes  the  change  in  polarity,  and  the  tumour 
is  pushed  into  the  cervix  and  onwards,  forming  a  stalk,  or  bring- 
ing the  inverted  organ  with  it ;  and  all  this  happens  generally 
with  pains  and  bleeding. 

Here  is  the  proper  place  to  tell  you  an  important  fact  which 
will  enable  you  to  avoid  what  may  be  a  distressing  and  serious 
error.    Iii  the  course  of  such  a  history  as  we  have  been  describ- 
ing, it  may  happen  that  the  tumour  comes  down  and  again 
retires.    If  you  examine  the  woman  at  one  time,  most  likely 
while  she  is  losing  blood,  a  tumour  will  be  found  in  her  vagina ; 
but  when  you  return,  perhaps  intending  to  operate,  there  is  no 
tumour  to  be  found— it  has  gone  up  again.    This  occurs  not 
only  in  the  case  of  polypi  and  of  tumours  which  are  clearly  and 
distinctly  within  the  cavity  of  the  uterus,  but  also  in  the  case 
of  some  wlaich  are  intra-mural  or  imbedded  in  the  uterine  wall, 
and  are  imdergoing  a  process  of  enucleation  and  expulsion.  I 
shall  endeavour  to  impress  this  upon  you  by  the  history  of  a 
case  which  came  under,  my  own  observation  some  years  ago.  It 
was  a  case  of  a  large  tumour  in  the  vagina,  which  had  several 
times  threatened  sudden  death  from  loss  of  blood  at  the  monthly 
periods,  the  amount  lost  being  enormous.    On  examination  I 
found  no  tumour  at  all  in  the  vagina;  but  there  was  evidence 
that  the  woman  had  a  uterine  fibroid,  not  a  polypus.    I  wrote 
to  my  friend,  who  had  sent  her  to  me,  and  found  what  furnished 
an  explanation  of  the  difficulty.    My  friend  had  examined  her 
during  the  loss  of  blood;  and  it  was  only  necessary  for  me  to 
wait  a  few  days  till  it  recommenced ;  and  then  there  was  a  great 
fibroid,  partially  enucleated,  down  in  the  vagina,  with  tremen- 
doiis  floodmg.    That  was  not  an  intra-uterine  tumour,  according 
to  the  prmciple  I  have  adopted  of  naming  tumours  accordincr  to 
their  origm,  but  it  was  an  imbedded  tumour  in  the  course  of 
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spontaneous  cure  by  enucleation :  yet  it  conies  naturally  and 
justly  into  tlie  categories  discussed  in  this  lecture. 

An  important  point  I  must  now  mention :  it  is  that,  for 
reasons  which  I  cannot  divine,  you  have  two  distinct  sets  of 
cases — one,  in  which  tlie  cavity  of  the  uterus  is  open  and 
expanded ;  and  another,  in  which  no  enlargement  has  taken 
place  beyond  what  is  required  to  contain  the  tumour.  You  will 
understand  that  the  former  are  mucli  more  easily  dealt  with  as 
to  diagnosis  and  treatment  than  are  the  latter,  where  you  have 
to  force  your  way  every  step  you  make.  In  the  former  class  of 
cases  you  have  only  to  open  the  neck  of  the  womb,  and  you  can 
feel  all  the  uterine  ca^dty ;  while  in  the  other  class  you  have  to 
force  your  way  every  fraction  of  an  inch  in  making  the  diagnosis. 

All  the  tumours  I  have  been  discussing  in  this  lecture  are 
diagnosed  and  treated  very  much  in  the  same  way.  I  have  said 
that  an  intra-cervical  tumour  is  generally  spoken  of  as  intra- 
uterine ;  it  is  easily  diagnosed  and  treated ;  but  it  is  quite  a 
different  matter  when  we  come  to  intra-uterine  tumours  proper, 
and  we  have  had  several  examples  in  "  Martha"  of  the  difficulties 
attending  their  diagnosis  and  treatment.  The  difficulty  is 
increased  by  the  small  size  of  the  tumour,  and  by  its  highness 
within  the  otherwise  unoccupied  uterine  cavity. 

Suspicion,  which  does  not  reach  the  length  of  diagnosis,  arises 
when  you  find  an  enlarged  uterus,  especially  if  it  be  also  a  little 
deformed ;  if  the  uterus  be  much  deformed  it  is  probable  that 
the  tumour  is  not  intra-uterine.    If  the  tumour  is  small  you 
may  have  no  evidence  even  of  enlargement.    Suspicion  is  first 
aroused  in  most  cases  by  the  occurrence  of  loss  of  blood,  which 
may  take  place  at  the  monthly  periods,  or  altogether  apart  from 
them.    This  loss  of  blood  it  is  which,  in  most  cases,  impels  you 
to  examine,  per  vaginam,  in  order  to  treat  satisfactorily;  for, 
without  a  complete  diagnosis,  treatment  is  very  unsatisfactory. 
In  some  cases  the  intra-uterine  tumour  produces,  in  addition  to 
loss  of  blood,  copious  serous  discharge,  or  sometimes  purulent 
dischar^re.    I  have  seen  several  cases  of  intra-uterine  fibroid  in 
women°after  the  menopause,  where  the  discharge  was  not  bloody 
but  crave  evidence  of  an  inflamed  uterine  cavity,  endometritis 
purulenta,  and  was  so  profuse  as  to  have  effects  upon  the  consti- 
tution very  nearly  as  powerful  as  loss  of  blood. 
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How  are  you  to  make  sure  of  the  presence  of  an  intra-uterine 
tumour  ?    First,  you  are  not  to  attempt  to  make  sure  unless  you 
have  sufficient  reason ;  for  the  process  of  making  sure  is  itself 
attended  with  considerable  danger — the  danger  of  septicaemia 
from  the  injuries  the  process  may  cause ;  the  danger  of  parame- 
tritis or  perimetritis — which  must  always  enter  into  our  con- 
sideration.   Let  us  suppose,  however,  that  the  case  is  serious 
enough  to  demand  that  you  proceed.    You  must  get  your  finger 
into  the  inside  of  the  woman's  uterus  to  feel  it.    Examination  by 
the  probe  is  often  spoken  of,  but  it  is  utterly  unsatisfactory :  there 
is  only  one  sort  of  probing  that  is  conclusive  for  this  kind  of 
■diagnosis,  and  that  is  with  the  living,  educated,  finger ;  the  other 
hand  aiding  by  acting  in  the  bi-manual  method.    This  is  espe- 
cially successful  in  cases  where  the  cavity  of  the  body  of  the 
uterus  is  dilated ;  then,  you  may  be  able  to  insert  your  finger 
without  further  ado,  without  previous  artificial  dilatation;  or 
you  may,  by  the  exercise  of  a  little  force,  push  the  finger  through 
the  external  and  internal  orifices ;  or,  again,  you  may  succeed 
by  pressure,  while  the  neck  of  the  womb  is  held  by  a  vulsella, 
to  prevent  its  receding  before  your  finger,  or  to  pull  it  down  on 
your  finger.    Some  of  you  may  remember  that  in  "Martha" 
very  lately  we  examined  and  diagnosed  a  case  in  this  way.  But 
generally,  and  invariably  in  that  class  of  cases  where  there  is  no 
dilatation  of  the  cavity,  you  have  to  dilate  every  line  of  the  neck 
and  cavity  which  you  wish  to  explore.    Now,  dilatation  for  the 
purpose  of  exploration  of  the  cavity  of  the  body  of  the  uterus 
when  the  cavity  is  not  previously  enlarged,  is  a  much  more 
difficult  matter  than  is  generally  supposed,  and  is  often  only 
imperfectly  done.    You  can  push  in  your  dilating  apparatus, 
and  keep  it  m  by  plugging  the  vagina,  which  will  cause  dilata- 
tion only  as  far  as  the  tent  goes ;  and  it  is  a  very  natural  matter 
to  be  deceived,  and  think  you  have  reached  the  fundus  uteri 
when  you  have  accomplished  no  such  thing.    I  have  often 
known  tins  happen;  it  did  so  in  "Martha"  not  long  a-o  We 
thought  we  had  sufficiently  (not   completely)   examined  a 
woman s  uterus;  and  it  was  only  under  the  influence  and 
urgency  of  her  extreme  danger  from  bleeding  that  we  did  so 
again,  more  thoroughly,  and  we  found,  very  high  up,  a  little 
mtra-utenne  tumour,  which  we  removed,  with  the  best  result' 
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The  best  method  of  dilatation  is  by  means  of  tangle-tents. 
Sponge  tents  are  often  used ;  I  prefer  the  tangle,  meantime  at 
least.  You  must  have  a  tangle-tent  at  least  three  inches  long ;. 
because,  as  actually  happened  in  a  case  wMch  I  mentioned  in 
another  lecture,  where  there  was  a  little  intra-viterine  mucous, 
polypus  in  an  expanded  uterus,  the  tangle-tent  may  shp  right 
into  the  uterus  and  become  hidden  there,  owing  to  its  being 
too  short.  A  uterus  which  is  much  hypertrophied  may 
require  even  a  longer  tent  than  one  of  three  inches  to  open  it 
thoroughly. 

Let  us  suppose  that  you  have  completed  the  dilatation ;  you 
have  next  to  introduce  your  finger  into  the  cavity  so  as,  if 
necessary,  to  touch  the  fundus  ;  and  for  this  purpose  you  will 
probably  require  to  hold  or  pull  down  the  cervix  with  a  vulsella, 
upon  your  finger,  in  the  same  way  as  you  pull  a  glove  on  a 
finger.    In  one  case,  which  I  read  to  you  in  another  lecture,  we 
could  not,  in  this  way,  arrive  at  a  diagnosis,  because  the  finger 
was  not  long  enough  to  reach  a  mucous  polypus,  which  was 
discovered  only  after  the  death  of  the  patient,  which  took  place 
from  another  disease  altogether.    In  that  case  the  cervix  -uteri 
was  pulled  down  upon  the  finger  as  far  as  was  possible,  and 
vet  the  polypus  was  not  reached.    The  uterus  from  os  tmc^e  to 
fundus  was  four  inches  and  a  half  long.    Had  it  been  a  matter 
of  extreme  urgency  to  complete  the  diagnosis,  the  only  way 
open  to  us  would  have  been  to  push  the  fundus  uteri  down  upon 
the  finger,  as  in  bi-manual  examination,  the  hand  bemg  within 
the  vaccina :  and,  even  with  this,  you  may  fail. 

It  is  quite  easy  to  understand  this  difficulty  when  you  are 
looldncT  for  a  small  mucous  polypus  high  up  in  a  womb  which 
is  occupied  by  a  fibrous  tumour.  Polypi  of  this  kind,  growing 
in  spaces  left  uncompressed  by  a  fibrous  tumour,  are  not  rare, 
and  I  have  seen  great  good  result  from  their  removal;  but  m 
many  such  cases  it  is  mechanically  impossible  by  any  known 
means  to  reach  the  polypus  so  as  to  diagnose  or  treat  it. 

I  now  come  to  speak  of  the  treatment,  and  I  recommend  you 
to  trust  in  "avulsion."  Do  not  first  separate  the  tumour  and 
then  take  it  off,  but  use  avulsion,  doing  the  two  parts  of  the 
operation  simultaneously.  In  the  great  ^^^-^''•}^  'l  '^^^^ 
nothing  else  is  required.  You  seize  the  tumour,  with  a  vulsella, 
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rind  witli  a  slight  amount  of  rotation  pull  it  out :  it  is,  if  a 
fibroid,  enucleated  by  the  violence.    Of  course,  if  it  is  a  fibroid 
and  already  partially  enucleated,  it  comes  away  with  no  dif- 
ficulty; but  even  if  it  is  covered  by  a  thin  capsule,  seizing  it 
you  can  get  it  away  without  much  trouble.    When  you  begin, 
it  seems  impossible  that  an  egg-sized  tumour  should  come 
through  an  internal  os  that  does  little  more  than  admit  the 
finger,  but  as  you  proceed  the  os  dilates  under  the  influence  of 
the  polarity  of  which  we  have  spoken.    If  you  should  require 
any  cutting,  I  recommend  you  to  use  a  pair  of  curved  scissors, 
though  this  is  very  seldom  necessary  in  the  case  of  a  fibroid! 
In  the  case  of  a  soft  mucous  tumour,  which  is  not  a  polypus, 
the  process  of  removal  resolves  itself,  involuntarUy  on  your 
part,  into  one  of  torsion  and  pulling  away.    You  seize  the 
tumour  with  a  pair  of  uterine  dressing  forceps,  and  pull  it  off 
just  as  you  would  puU  off  a  nasal  polypus.    In  both  sets  of 
cases  the  process  is  essentially  one  of  avulsion.    In  the  cases 
of  adherent  placental  masses  you  peel  off  with  your  nail  or  with 
the  tip  of  your  finger. 

I  have  treated  a  large  number  of  these  cases,  but  have  never 
resorted  to  any  means  other  than  those  above  mentioned 
Were  I  to  do  so  I  should  throw  a  wire  round  the  neck  of  the 
tumour  and  burn  it  off  with  a  galvano-caustic  apparatus.  I 
have  no  particular  objection  to  the  ^craseur,  but  I  think  the 
other  IS  the  nicer  operation,  and  by  it  you  have  some  security 
agamst  bleedmg  if  you  do  not  cut  off  the  growth  too  quickly  ■ 

I  shall  now  read  to  you  a  case  in  which  the  practice  I  have^ 
been  describing  was  successfully  followed.  The  case  was  a 
very  alarming  one,  but  very  easily  cured. 

L.  J  aged  thirty-three;  admitted  February  16  187^- 
Mamed  for  thirteen  years;  has  four  children  "he   a^t  born' 

ei::  ir  Sti/"  Y  — ages,\he  last  Z 
IZl  ^\  <^ata^nenia  began  between  eleven  and  twelve- 
always  regular  every  three  weeks;  loss  copious,  with  clo  s  and 
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discliarging  opaque  muco-pus ;  posterior  lip  abraded  and  having 
several  Nabothian  follicles.  Uterus  not  freely  mobile,  not 
tender.  Cavity  measures  three  inches  and  a  half.  During  a 
short  stay  in  the  hospital  she  showed  considerable  improvement, 
apparently  from  lying  in  bed.  Ee-admitted  on  May  15,  witli 
continued  loss  of  blood;  very  anajmic,  the  skin  lemon-tinted. 
The  cervix  was  on  the  22nd  dilated  with  tangle-tent,  On  the 
23rd  a  larger  and  longer  tent  was  introduced,  and  on  the 
following  day  examination  by  finger  discovered  a  dilated  uterine 
cavity  containing  a  blood-clot.  On  the  25th,  under  ether,  the 
uterus  was  drawn  down  by  a  vulsella;  a  growth  on  the 
fimdus  as  big  as  a  large  hazel-nut  was  seized,  and  torn  away 
slowly  with  slight  rotatory  movement.  It  proved  to  be  a 
fibroid,  and  had  been  enucleated  in  the  operation,  for  its  surface 
was  everywhere  fresh,  and  none  of  the  capsule  came  away. 
After  this  operation,  discharge  ceased;  the  woman  rapidly 
regained  her  looks,  and  left  the  hospital  quite  well  seventeen 
days  after  the  tumour  was  removed. 

You  may  ask  what  becomes  of  the  capsule  in  such  cases.  In 
this  case  I  don't  know  what  became  of  it,  but  I  thmk  that  m 
most  cases  it  is  prudent  to  remove  by  scissors  portions  of 
capsule  which  axe  large  and  pendulous;  and  I  have  repeatedly 

"^"Formerly,  these  cases  were  mostly  left  without  surgical 
treatment;  or  an  attempt  was  made  to  ligature  and  Strang  e 
the  neck  of  the  tumour,  if  there  was  a  neck,  and  gradually  to 
thten  and  separate  it,  all  for  fear  of  bleeding,  which  was 
expected  from  quick  severing  of  the  connections  of  the  uteru 
and  tumour.    This  preparation,  which  I 

evidence  that  the  process  was  sometimes  a  fatal  one  for  lieie 
you  have  a  ligatured  intra- cervical  polypus,  sloughing  but 
^  tached  to  the  uterine  fundus.  Nowadays 
is  never  used.  I  have  never  made  use  of  it  m  any  shape  bu  I 
4s  taiUt  it  and  have  seen  it  resorted  to.  Bleeding  is,  lor  the 
Tost  part  a  mere  bugbear;  for  nearly  in  every  case  there  is 
I  Tt  is  chiefly  in  the  case  of  mucous  membrane  growths 
Tt  th  re  is  d  nge^  of  hemorrhage,  which  may  probably  be 
that  there  ^        -  .      ^      i^gf^.e  the  operation.  If 
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valuable  means  of  arresting  liaBinorrhage.  This  process  of 
plugging  you  must  see  for  yourselves,  for  it  does  not  so  well 
admit  of  description  as  to  entice  me  to  go  on  to  give  you  an 
account  of  it  in  the  present  lecture. 

You  may  cut  through  the  body  of  a  fibroid,  and  leave  a  bit 
in  the  uterus,  without  necessarily  having  important  hsemorrhage. 
But  this  is  an  undesirable  proceeding.  At  present  we  have  a 
case  in  "Martha"  where,  after  two  years  and  a  half,  the  stem  of 
a  fibroid  partially  amputated  by  one  of  my  predecessors,  is  still 
to  be  seen,  dirty  and  greyish-black,  and  discharging  a  brown 
fluid,  but  otherwise  giving  no  annoyance.  The  only  case  nearly 
resembling  those  under  discussion,  where  we  have  had  serious 
bleeding,  was  where  the  tumour  was  a  muscular  outgrowth,  not 
a  fibroid ;  it  was  attached  high  in  the  cervix ;  there  was  no 
neck.  We  cut  through  the  tumour,  and  the  woman  bled 
severely ;  but  a  plug  was  efficient  in  arresting  the  haemorrhage 
even  in  that  case.  This  kind  of  tumour  has  a  mucous  but  no 
muscular  capsule  like  a  fibroid.  It  is  a  continuous  outgrowth 
of  the  proper  uterine  tissue. 

All  that  I  have  said  to-day  has  reference  to  a  very  important 
class  of  tumours  which  I  have  carefully  differentiated  from 
polypi,  mtra-cervical  or  vaginal.  But,  on  the  other  side,  I  have 
not  been  so  careful  to  discriminate  them  from  embedded  and 
and  sub-mucous  fibroids. 

These  bring  us  to  a  department  of  uterine  surgery  which  is 
only  being  developed  at  present.  Many  intra-mural  and  sub- 
mucous fibroids,  which  are  more  or  less  deeply  embedded  in  the 
uterine  walls,  are  yet  amenable  to  the  kind  of  treatment  which 
i  have  been  describing  as  applicable  to  those  which  are  intra- 
uterine. 

I  have  mentioned  the  unhealed  wound  of  the  uterine  fibroid 
years  after  it  was  partially  amputated ;  and  I  now  add  that  vou 
ai;e  not  to  suppose  that  a  fibroid  may  not  heal  up  after  inim-y 
I  know,  by  experience,  that  great  lacerated  wounds  of  fibroids 
hea  very  well  and  that  wounds  made  in  them  by  the  cautery 
heal  very  readily.  (Edematous  fibroids  are  sometimes  tappecl, 
and  sometimes  with  apparent  advantage. 


LECTURE  XXXY. 


ON  THE  TEEMINATIONS  OF  UTERINE  FIBROIDS. 

NOWHEEE  have  you  better  iUustrations  of  the  beneficent 
co-operation  of  science  and  practice  than  in  midwifery  and 
gynecology ;  and,  in  the  present  state  of  gynecology,  there  is 
nothing  more  urgent  than  the  call  of  practice,  in  its  wonderful 
advance,  upon  science  to  come  to  its  aid,  Hysterectomists  and 
oophorectomists,  with  just  pride,  hold  up  for  admiration  what 
they  have  done ;  operations  hitherto  unheard  of,  undreamt  of, 
and  done  in  the  most  desperate  circumstances,  with  success ; 
and  done  not  with  a  single  or  lucky  accidental  success,  but  with 
a  continuity  of  success. 

It  is  surgical  skill  thus  triumphant  that  science  has  to  aid 
with  a  view  to  wisdom  in  the  determination  of  the  important 
question.  When  is  hysterectomy,  when  is  oophorectomy  to  be 
performed  ?  It  gives  little  help  forward  to  say,  as  we  do  say, 
that  these  operations  have  been  and  are  wildly  resorted  to,— 
unjustifiably.  The  enthusiastic  surgeons  are  carried  away  by 
the  prosperity  of  their  handiwork,  and  though  their  enthusiasm 
does  mislead  them,  their  work  is  not  altogether  lost.  It  remains 
for  science,  with  a  view  to  settling  when  these  operations  are  to 
be  prudently  performed,  to  compare  the  danger  of  the  operation 
with  the  danger  of  the  disease.  Some  cases  are  plain  enough  : 
readily  admitted,  imminent,  danger  of  death  is  present,  it  may 
be  from  bleeding,  it  may  be  from  twisting  of  the  pedicle  of  a 
pedicuiated  fibroid ;  in  them  an  operation  with  a  very  moderate 
percentage  of  success  is  expedient.  The  difficulty  lies  m  fixnig 
the  limits  of  the  applicability  of  the  operations. 

As  pure  surgery  advances  it  gets  more  and  more  mextricably 
mixed  up  with  medicine  and  with  science,  and  the  problems  to 
be  solved  by  practitioners  grow  more  and  more  difficult ;  and, 
in  the  question  before  us,  surgical  skill  is  far  in  advance  of 
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medical  science.    It  was  a  comparatively  easy  matter  to  settle 
and  establish  ovariotomy.    Till  its  mortality  was  reduced  to 
one  in  three  or  less,  it  had  no  position,  no  chance  in  the  world. 
Even  now,  in  places  where  its  mortality  is  great,  much  above 
one  in  three,  it  has  no  position :  the  poor  sufferers  have  to  die 
without  operation.    It  remained  long  at  this  greater  mortality 
in  most  places,  and  very  properly  its  use  was  opposed.  Better 
take  the  chance  of  surviving  months,  or  even  years,  than  the 
risk,  much  above  one  in  three,  of  dying  in  a  few  hours.  At 
this  period  in  the  liistory  of  ovariotomy,  the  mortality  being 
one  in  three,  but  not  earlier,  it  was  felt  as  an  urgent  demand — 
What  is  the  termination  of  ordinary  multilocular  ovarian 
cystoma  ?  and  it  was  roughly  made  out  that  about  two  years 
from  the  discovery  of  the  disease  was  the  average  duration  of 
life.  With  this  aid  from  science  the  line  of  practice  in  advanced 
cases  of  ovarian  dropsy  was  clear,  undisputed.    It  was,  till  this 
time,  disputed,  and  justly  so.    The  opponents  of  ovariotomy  at 
that  time  were  not  in  error ;  they  did,  however,  fail  to  foresee 
the  great  future  to  which  it  was  destined.    Ovariotomy  became 
and  is  recognised  as  a  good  operation  in  all  cases  of  ovarian 
cystoma,  wherever  it  can  be  done  with  moderate  success,  the 
danger  of  the  operation  being  far  less  than  the  combined 
dangers  of  the  disease.    Then  arose  the  great  ovariotomists, 
and  they  made  a  large  reduction  of  mortality,  proportionally 
increasing  the  glad  beneficence  of  the  operation.  Latterly, 
indeed,  in  certain  skilled  hands  never  to  be  too  much  admired, 
the  operation  is  so  nearly  uniformly  successful,  mortality  being- 
reduced  to  one  in  ten  or  even  one  in  twenty,  that  new  questions 
regarding  it  are  arising.    It  is  now  proposed  to  do  the  operation, 
not  in  advanced  cases  only,  but  in  early  stages  of  the  disease- 
that  is,  when  there  is  still  little  inconvenience  or  danger,  danger 
only  from  unexpected  accidents,  not  from  expected  accidents, 
or  with  death  nearly  certain  at  an  early  date.    This  question  of 
early  operation  is  now  under  discussion,  and  you  see  that  it  is 
now,  but  only  now,  and  only  when  in  the  best  hands,  a  reason- 
able question.    I  do  not  enter  on  it  at  present,  because  I  am 
not  speakmg  of  ovariotomy,  but  merely  invoking  the  subject  to 
<ixplam  to  you  the  importance  of  now  ascertaining  a  part  of 
the  natural  history  of  fibroids-namely,  their  terminations. 
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Opponents  of  hysterectomy  extensively  applied  have  an  easy 
triumph  when  it  is  compared  with  ovariotomy.  They  haxe  only 
to  say  that  the  great  mass  of  cases  of  uterine  fibroid  do  not  end 
fatally,  but  end  in  a  return  to  health ;  and  that  a  dangerous 
operation  is  therefore  not  a  wise  proceeding  in  the  great  mass  of 
cases.  They  can  point  out  that,  while  uterine  fibroid  is  very 
much  less  dangerous  than  ovarian  dropsy,  hysterectomy  is  much 
more  dangerous  than  ovariotomy.  Hysterectomy,  indeed,  can 
never  have  the  same  place  in  the  treatment  of  uterine  fibroids 
that  ovariotomy  has  in  the  treatment  of  ovarian  dropsy.  The 
distress  and  sufferings  entailed  by  ovarian  dropsy  were  a  very 
small  weight  in  favour  of  ovariotomy ;  it  was  danger  to  life  that 
turned  the  balance.  So,  in  uterine  fibroids,  which,  as  a  rule,  do 
not  imperil  life,  the  distress  and  sufferings  of  patients,  often 
great,  will  never  justify  resort  to  a  very  dangerous  operation. 
If  prevention  of  pain,  even  prolonged  pain,  is  held  to  justify  an 
operation  involving  considerable  danger  to  life,  our  estabhshed 
rules  are  overthrown  and  surgical  wisdom  is  held  as  naught. 

It  is  not  necessary  for  the  establishment  of  hysterectomy  that 
its  mortality  be  less  than  the  present  mortality  of  ovariotomy. 
But  it  is  necessary  that  the  mortality  of  hysterectomy,  that  is, 
an  operation  for  a  much  less  dangerous  disease  than  ovarian 
dropsy,  be  very  much  less  than  that  mortality  of  ovariotomy 
within  which  the  operation  is  justifiable,  say  much  less  than 
one  in  three.  Suppose  ovariotomy  had  a  mortality  of  one  in 
fifty,  surely  hysterectomy  is  not  to  wait  for  its  establishment 
till  it  has  a  much  less  mortality  than  that ! 

But,  though  it  may  be  held  sure  that  hysterectomy  (and 
oophorectomy)  can  never  hold  the  same  position  in  cases  of 
uterine  fibroid  as  ovariotomy  does  in  ovarian  dropsy,  it  has  yet  to 
be  decided  what  scope  there  is  for  these  operations,  and  this  can 
only  be  done  by  comparing  the  danger  to  life  entailed  by  special 
kinds  of,  or  accidents  of,  uterine  fibroids  with  the  dangers  of  the 
relative  operation.  Now,  science  has  to  make  out  the  danger  to 
life  from  kinds  of,  and  accidents  of,  uterine  fibroids,  and  it  will 
be  a  tedious  work.  Meantime  I  may  express  my  opinion,  that 
there  are  special  cases  in  which  hysterectomy  or  oophorectomy 
are  not  only  justifiable,  but  demanded.  We  had  one  lately  m 
"  Martha"  in  which  oophorectomy  was  resolved  on  because,  after 
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consultation,  it  was  agreed  tliat  the  patient  could  not  survive  a 
further  continuance  of  the  htemorrhages.  Meantime,  ergot  was 
freely  administered,  the  tumour  sloughed  and  came  away,  or  was 
taken  away,  per  vaginam,  in  large  putrid  masses ;  the  loss  was 
stayed,  and  the  woman  rapidly  recovering  left  the  hospital  cured. 
AVliile  there  is  no  doubt  that  the  great  majority  of  cases  of 
uterine  fibroid  do  very  well  without  any  surgical  treatment,  the 
women  suffering  little  in  any  way,  or  their  sufferings  coming  to 
an  end,  and  that  generally  about  the  menopause,  I  am  sure  that 
the  number  of  fatal  cases  is  greater  than  is  generally  supposed, 
and  I  propose  to  tell  you  what  I  know  of  these  dangerous  kinds 
and  accidents.  What  I  know  is  very  little  compared  with  what 
science  is  asked  to  yield  with  a  view  to  settle  the  question  of 
the  extent  of  applicability  of  oopliorectom}"  and  of  hyster- 
ectomy. 

The  continued  growth  of  a  tumour  indicates  a  continued 
active  life,  and  is  itself  important  apart  from  the  mere  increase 
of  size.    There  is  no  time  or  size  at  which  a.  tumour  may  not 
fortunately  cease  to  grow ;  and  as  a  general  rule,  with  stoppage 
of  growth  comes  some  relief  from  symptoms,  and  that  eveii 
without  considering  such  symptoms  as  may  arise  from  increase 
of  size.    It  is  justly  held  that,  at  the  menopause  or  near  it,  a 
tumour  will  cease  to  grow,  and  this  is  the  greatest  fact  for  the 
practitioner  in  his  consideration  of  such  cases ;  for  with  cessa- 
tion of  growth  will  probably  come  the  cessation  of  all  attendant 
evils.    But  a  tumour  may  continue  growing  after  the  meno- 
pause.   Indeed,  rare  though  it  be,  and  always  a  suspicion- 
exciting  phenomenon,  a  tumour  may,  after  having  ceased  to  grow 
for  long,  begin  again  to  increase  in  size,  and  this  injurious 
recommencement  may  be  long  after  the  menopause.   A  growing 
tumour  is  generally  not  a  very  hard  one,  and  generally  it  has 
tender  parts  which  sometimes  appear  to  be  the  growing  parts. 
A  fibroid  is  not  like  an  apple  or  a  cherry  which  grows  to  a 
certam  size  and  no  farther.    It  may  in  a  long  Hfe  become  no 
bigger  than  an  apple,  or  it  may  grow  more  or  less  rapidly  to  be 
much  bigger  than  a  nine  months'  pregnancy.    We  have  still  to 
discover  the  laws  which  regulate  the  growth. 
.  Though  I  have  no  good  statements  to  make  as  to  the  rate  of 
growth  of  a  fibroid,  I  do  not  send  you  away  without  a  very 


330 


ON  THE  TERMINATIONS 


rough  idea  of  the  relations  of  size  and  time.  A  small  tumour 
may  be  of  any  age,  especially  a  sub-peritoneal  one,  such  as  this 
one  which  I  show  you.  The  size  of  a  foetal  head  will  rarely 
be  reached  under  a  year,  of  a  man's  head  under  three  years,  of  a 
full  term  pregnancy  under  twelve  years.  How  different  this 
from  an  ovarian  dropsy,  which  will  grow  to  the  largest  size  in  the 
course  of  two  or  three  years  and  be  fatal ! 

Increase  of  size,  even  up  to  enormous  dimensions,  is  rarely  a 
cause  of  danger,  but  it  is  the  cause  of  great  inconvenience  and 
of  many  minor  symptoms  such  as  are  sometimes  induced  by 
advanced  pregnancy.  A  woman  carrying  a  large  tumour  has 
much  risk  from  mechanical  injury.  Increase  of  size  sometimes 
induces  for  a  time  retention  of  urine,  which  has  to  be  relieved 
by  catheter.  This  happens  mostly  in  tumours  of  moderate  size, 
that  of  a  foetal  or  of  an  adult  head,  and  mostly  before  the  advent 
of  the  menstrual  flow,  when  the  tumour  is  temporarily  enlarged 
by  vascular  congestion.  A  great  deal  of  very  vague  talk  goes 
on  about  pressure  by  tumours,  here  and  there,  to  which  you 
should  give  little  heed ;  but  you  must  remember  that  a  tumour 
does  sometimes  obstruct  the  rectum,  though  very  rarely,  exces- 
sively rarely  ;  sometimes  it  partially  obstructs  a  ureter  or  both 
ureters.  Obstruction  of  the  bowel  may  necessitate  colotomy  or 
may  be  fatal.  I  have  not  seen  such  a  case.  Obstruction  of  the 
ureters,  if  complete,  is  soon  fatal:  of  partial  obstruction  we 
have  had  an  example  in  "  Martha."  In  it  hysterectomy  might 
have  given  relief,  but  the  operation  would  have  been  specially 
dangerous  on  account  of  the  state  of  the  kidneys,  and,  for  the 
same  reason,  complete  cure  would  probably  not  have  resulted 
from  it,  even  if  it  had  been  successful. 

Apart  from  the  great  inconvenience  of  a  large  tumour,  and 
the  risks  of  pressure  and  the  risk  of  injury,  there  is  other 
evil  from  size.  A  woman  with  an  enormous  fibroid  will  not 
live  to  be  an  aged  woman. 

A  tumour  does  sometimes,  but  rarely,  spontaneously  decrease 
before  the  menopause ;  it  may  do  so  under  the  influence  of 
ergot  of  rye.  After  the  menopause  it  is  the  rule  for  tumours  to 
become  harder  and  smaller,  and  it  is  certain  that  they  are 
sometimes  altogether  absorbed.  In  a  case  under  my  care,  of 
which  this  is  the  preparation,  where  the  tumour  had  undergone 
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IDetrifaction  en  coquc,  a  fatal  result  followed  the  shrinking  of  the 
interior  mass,  this  causing  fissure  and  elevation  of  scales  of  the 
eoque  and  iDeritoneal  laceration,  with  fatal  suppurative  peritonitis. 

A  tumour  is  rarely  calcified  en  coqtce.  Dendritic,  internal, 
coral-like,  calcification  is  more  common,  and  masses  of  this 
nature,  sometimes  discharged  per  vaginam,  are  the  uterine 
calculi  of  old  authors.  Sometimes  there  occurs  a  uniform  calci- 
fication of  the  whole  of  a  tumour  wliich  has  been  a  pediculated 
peritoneal  fibroid ;  such  tumours  having  been  found  loose  in 
the  peritoneal  cavity. 

Calcification  is  not  the  only  kind  of  degeneration  of  fibroids. 
It  is  a  comparatively  harmless  change,  but  more  injurious  and 
dangerous  degeneration  may  occur.  I  have  seen  the  dissolution 
of  the  interior  of  a  large  fibroid,  changing  it  into  a  large  cyst, 
with  ragged,  breaking  down,  walls,  and  filled  with  a  grumous 
fluid,  the  result  of  this  breaking  down.  In  this  case,  there  was 
progressive  degradation  of  health,  and  the  tumour  was  success- 
fully removed.  I  here  show  you  a  museum  specimen  of  the 
same  kind  of  degeneration.  Besides  breaking  down,  a  fibroid 
may  undergo  malignant  degeneration  ;  in  "  Martha  "  we  had  a 
case  not  long  ago,  where,  after  death,  this  change  into  myosar- 
coma was  found  to  have  taken  place  in  a  large  part  of  the 
tumour.  Still  more,  we  have  here  a  specimen  from  the  museum, 
with  a  well-known  and  very  prolonged  history  of  uterine 
bleeding  and  other  illness,  where  a  fibroid  '(which  had  been 
removed  by  enucleation)  led  the  way  to  enormous  uniform 
uterine  hypertrophy,  probably  also  myosarcomatous,  and  to 
malignant  growth  in  the  pelvis,  and  diffused  cancer  of  the  peri- 
toneum. 

A  pedunculated  sub-peritoneal  fibroid  may  become  adherent 
to  a  neighbouring  viscus,  and  may,  in  the  course  of  time,  lose 
its  uterine  attachment,  maintaining  its  attachment  to  the  viscus ; 
and  the  viscus  may  carry  it  into  a  position  remote  from  the 
uterus. 

A  stalked  tumour  may  be  so  turned  around  and  around  as  to 
become  strangulated  by  twisting  the  pedicle.  This  I  have  seen 
liappen  during  pregnancy,  with  a  rapidly  fatal  result. 

Another  accident  we  have  seen  several  examples  of  lately  in 
"  Martha,"  retroversion  with  strangulation  or  a  near  approach  to 
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it.  You  have,  but  rarely,  a  degree  of  strangulation  without 
displacement,  from  failure  of  the  uterus  to  ascend  when  it  gets- 
too  big  for  the  pelvic  excavation ;  and  you  have  seen  recently 
two  cases  where  this  was  permanently  relieved  by  pushing  up 
the  tumour.  Sudden  retroversion,  resembling  that  of  the 
gravid  uterus,  is  more  frequent.  It  is  produced  by  violence,  as- 
hy a  jump  ;  and  it  is  relieved  by  pushing  up  the  jammed  uterus 
into  the  general  abdominal  cavity  ;  or,  relief  may  come  witliout 
that,  by  accommodation.  One  of  our  cases  was  very  alarming. 
It  occurred  in  a  woman  who  had  a  procidentia  which  receded 
on  lying  down ;  and  the  disease,  she  says,  was  produced  by  a 
sudden  turn  in  bed.  She  had  much  suiTering  and  much  fever : 
the  urine  was  retained  ;  the  whole  perineum  and  pudendum,  and 
vagina,  and  rectum,  were  greatly  swollen  and  tender.  "We  could 
not  replace ;  but  the  woman  got  complete  relief  by  the  genu- 
pectoral  position,  laxatives  and  baths  ;  and  the  procidentia  was 
cured  by  the  inflammatory  adhesions  left  behind  fixing  the  big 
uterus. 

A  fibroid  may  be  enucleated  spontaneously,  being  pressed  out 
of  its  bed  through  an  opening  formed  in  the  capsule,  which 
permits  it  to  pass  into  the  uterine  cavity  and  onwards.  This 
process  is  often  successfully  imitated  by  art;  or,  when  half 
completed  spontaneously,  is  finished  artificially.  During  the 
process  the  tumour  generally  maintains  a  kind  of  life,  in  rare 
cases  sphacelating  only  at  its  lowest  part ;  and  when  it  does 
maintain  life,  it  is  generally  discharged  entire  or  at  least  in  one 
mass.  But  the  whole  tumour  may  sphacelate  in  siho  and  be 
discharged  in  separate,  dirty,  putrid,  ragged,  masses.  This 
spliacelus  is  sometimes  a  consequence  of  partial  enucleation,  as 
in  a  case  we  had  lately  in  "  Martha,"  where  the  whole  mass  was 
estimated  at  2^  lbs. ;  but  generally  the  sphacelus  is  spontaneous 
and  the  discharge  seems  to  be  consequent  on  the  sphacelus, 
which  probably  extends  from  the  tumour  to  that  part  of  the 
capsule  which  separates  it  from  the  uterine  cavity.  This 
sphacelus  appeared  in  one  of  our  cases  to  be  caused  by  the 
action  of  ergot.  Generally,  it  is  probably  a  consequence  of 
inflammation  of  the  tumour.  I  do  not  remember  a  fatal  issue 
from  this  spontaneous  process,  and  I  have  seen  many  examples 
of  it;  but  I  have  seen,  and  you  also  have  lately  seen,  the 
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sufferer  apparently  in  great  danger  from  saprainiic  poisoning 
during  its  progress. 

Plilegmasia  dolens  may  attack  a  woman  suffering  from  a 
fibroid,  generally  a  big  fibroid.  She  is  also,  especially  as  she 
gets  old,  liable  to  chronic  peritonitis  with  much  effusion ;  and 
this,  though  not  an  urgent  matter  at  first,  goes  on  long  and  may 
lead  to  a  fatal  result.  Further,  she  is  liable  to  violent  attacks 
of  acute  general  peritonitis  ;  and  this,  if  suppurative,  will  prove 
rapidly  fatal. 

These  inflammations  are  diseases  superinduced  on  another 
disease ;  but,  besides  these,  there  are  intrinsic  diseases  of 
diseases.    I  have  already  mentioned  cancer  of  a  fibroid,  a 
disease  of  it,  just  as  a  tooth  in  a  dermoid  cyst  may  be  carious  : 
or,  as  in  this  specimen  from  the  museum,  a  fatty  tumour  may 
grow  inside  a  fibroid.    The  inflammations  of  fibroids  are  diseases 
of  a  disease,  and  none  are  more  important.    It  is  not  their 
frequency  alone  which  gives  them  importance,  but  also '  their 
gravity  in  many  cases.    I  shall  enumerate  them.  Abscess 
inside  a  fibroid  has  been  described;  I  have  not  seen  it:  nor 
have  I  seen  a  post-mortem  of  an  abscess  around  a  fibroid,  that  is, 
suppuration  of  its  capsule.    Endometritis  with  a  fibroid  is  not 
rare,  but  I  know  little  exactly  regarding  it.    The  great  inflam- 
mations of  fibroids  are  our  old  friends  perimetritis  and  parame- 
tritis; and  they  are  common.    "We  are  seldom  many  weeks 
without  a  case,  or  cases,  in  "  Martha."    When  the  history  is  not 
well  known — that  is,  when  it  is  not  previously  known  that  there 
is  a  fibroid— the  diagnosis  is  often  difficult.  The  presence  of  the 
tumour  is  obscured  by  its  fixation  and  by  the  diffused  inflam- 
matory swelling  which  envelops  it,  as  in  a  cloud.    These  cases 
are  often  severe  and  prolonged,  especially  after  delivery  or  mis- 
carriage, and  they  have  all  the  ordinary  history  of  perimetritis 
and  parametritis.    We  have  just  had  two  cases  of  perimetric 
abscess  in  "Martha";  one,  in  front  of  a  hypogastric  uterine 
fibroid,  was  opened  through  the  linea  alba ;  another,  an  enormous 
abscess,  of  difficult  diagnosis,  about  the  size  of  a  six  months' 
pregnancy,  around  a  fibroid  as  large  as  a  fcetal  head,  discharged 
Itself  through  the  rectum.    The  former  is  dismissed,  and  the 
latter  IS  gomg  about  the  ward  now  very  well;  the  abscess  in 
both  being  healed. 
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A  fibroid  often  induces  the  growth  of  mucous  polypi  of  the 
body  or  of  the  neck  of  the  womb,  and  these  aggravate  and  pro- 
long hjBmorrhage.  Bleeding  is  the  great  evil  of  fibroids,  increas- 
ing with  the  nearness  of  the  tumour  to  the  mucous  membrane, 
and  with  the  increase  of  extent  of  the  cavity  of  the  uterus. 
Earely  does  it  take  the  form  of  intra-peritoneal  haemorrhage,  or 
hasmatocele,  but  cases  are  recorded  of  the  opening  of  a  dilated 
sinus  into  the  peritoneal  cavity  with  copious  and  fatal  htemor- 
rhage. 

If  hysterectomy  is  ever  to  be  established,  haemorrhage  will  be 
the  great  and  chief  motive.  All  other  evils  are  minor,  because 
rare.  In  any  single  case, — and  the  judgment,  as  already 
explained,  is  of  single  cases,  not  of  all  cases  as  in  ovarian 
dropsy, — the  occurrence  of  frequent  and  copious  bleeding  and 
great  ansemia  will  not,  as  a  general  rule,  justify  an  operation  so 
dangerous  as  hysterectomy  is  at  present.  I  know  several  now 
healthy  and  happy  old  ladies  who,  for  many  years  before  the 
menopause,  were  in  extreme  anaemia,  and  some  to  whom  I  had 
recommended  operative  interference.  Unfortunately,  in  some 
cases  there  is  no  menopause,  or  bleeding  recommences  after  the 
menopause.  Experience  and  wisdom,  with  minute  consideration 
of  the  operation  circumstances  of  each  case,  are  necessary  to  the 
formation  of  a  judgment  as  to  the  prudence  of  hysterectomy  or 
oophorectomy  for  hsemorrhage. 

Merely  adding  mention  of  the  dangers  of  pregnancy,  of  abor- 
tion, of  miscarriage,  of  labour  at  term,  I  feel  sure  I  have  not 
enumerated  all  the  accidents  and  dangers  of  fibroids.  Lately, 
for  instance,  I  attended  a  fatal  case  of  a  large  fibroid  in  an  old 
lady  who  had  enjoyed  fair  health  for  many  years  after  the 
■menopause,  a  case  in  which  a  hysterectomist  had  refused  to 
interfere,,  and  I  cannot  tell  you  its  pathology  exactly,  for  there 
was  no  post-mortem.  The  tumour  became  painful  and  generally 
swollen.  The  skin  over  it  had  a  permanent  blush  of  inflamma- 
tory redness  which  varied  much  in  extent.  The  whole  lower 
half  of  the  body  became  oedematous.  There  was  much  diar- 
rhoea, and  occasionally  sickness  and  vomiting.  There  was  but 
little'  febrile  disturbance.  All  this,  went  on  for  about  a  year 
before  death  terminated  the  case. 

In  conclusion,  let  me  say  that  oophorectomy,  for  the  relief  or 
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cure  of  the  evils  of  fibroids,  is  applicable  chiefly  in  cases  of  small 
fibroids,  for  in  big  ones  the  position  of  the  ovaries  may  be  un- 
discoverable ;  and,  if  discovered,  they  may  be  beyond  reach  by 
any  judicious  surgical  interference.  Oophorectomy  is,  of  course, 
a  much  less  formidable  and  less  dangerous  operation  than  hyste- 
rectomy, and,  therefore,  more  readily  resorted  to.  Its  efficiency 
cannot,  as  yet,  be  exactly  stated,  for  it  has  not  been  often  enough 
tried.  Certainly,  as  I  have  myself  seen,  it  is  in  some  cases  not 
only  the  cause  of  arrest  of  haemorrhage,  but  also  of  disaj)pear- 
ance  of  the  tumour  by  absorption. 


LECTURE  XXXYI. 


ON  CANCEE  OF  THE  CEKVIX  UTERI. 


This  is  the  most  terrible  of  tlie  diseases  of  women,  partly 
because  it  is  one  of  the  most  frequently  occurring.  We  see  less 
of  it  than  of  other  grave  diseases  in  "  Martha,"  proportionally  to 
its  commonness,  because  a  large  number  of  the  cases  that  come 
to  us  are  utterly  incurable,  and  can  get  no  special  benefit  from 
hospital  treatment;  they  are  either  not  admitted  or  soon 
dismissed. 

The  disease  most  frequently  begins  in  or  near  the  portio,  as  it 
is  called,  that  is,  the  infra-vaginal  portion.  iTot  rarely  is  it 
cervical,  the  portio  being  affected  only  as  the  disease  advances. 

Sometimes  these  patients  are  not  great  sufferers  in  respect  of 
pain  or  uneasiness  ;  sometimes  they  have  great  pain.  Always 
their  condition  is  awful :  the  very  name  of  the  disease  depresses 
and  paralyzes  the  patient,  her  friends,  and  her  physician.  In 
every  case  much  can  be  done  by  ordinary  medical  attention— 
the  use  of  laxatives  and  of  opiates-the  management  of  diet  and 


regimen 


Most  cases  have  copious,  and  often  foetid,  watery,  ichorous 
discharc^e  whose  constant  flow  irritates  the  vulvar  surfaces. 
Aaainst  tins  many  special  means  have  been  proposed,  and  much 
mlised-  but  all  resolves  itself  into  mere  cleanlmess— a  supply 
of  dry  linen,  copious,  so  that  the  cloths  may  be  frequently 
chanid  ;  washing  with  warm  water  ;  syringing  with  antiseptic 
lotions.  Lately,  we  have  been  using  ointment  pessaries  of 
iodoform  and  eucalyptus  oil.  By  these  means  you  do  nou 
prevent  the  discharge ;  you  do  not,  unless  momentarily,  destroy 
fetor  but  you  maintain  comfort,  and  reduce  the  fetor  to  a 
Sniiium.  If  a  vesico-vaginal  fistula  has  been  established  by 
progressive  ulceration  and  sloughing,  and  this  is  common,  you 
have  to  use  the  same  care  as  when  you  have  only  vaginal 
discharge;  but  success  in  maintaining  comfort  and  cleanlmess 
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is  much  more  difficult  to  attain.  Ointment,  as  of  bismuth,  or 
of  boric  acid,  for  the  sore  skin  of  the  vulva,  or  of  the  thighs,  is 

often  of  use.  Wlien  there  is  recto-vaginal  fistula,  which  is  rare, 
it  is  still  the  same  :  cleanliness  is  the  great  resource. 

Bleeding  is  often  the  earliest  symptom.  It  is  rarely  great  in 
quantity  in  the  early  stages  of  the  disease,  but  not  rarely  of 
great  importance,  when  ulceration  and  sloughing  go  on,  as  the 
case  advances.  It  is  treated  as  a  menorrhagia  is  treated.  But 
local  applications  to  the  bleeding  part  are  more  useful  here — 
perchloride  of  iron  being  the  best.  It  may  be  painted  on 
through  a-  speculum  ;  or  a  cotton  plug,  with  surface  powdered 
with  it,  may  be  passed  to  the  part  through  the  same  instrument, 
and  left  there  for  twelve  hours.  Plugging  is  very  useful,  but 
should  not  be  resorted  to,  in  a  thorough  mechanical  fashion,  if 
the  vagina  is  easily  lacerable  from  cancerous  infiltration. 

_  It  is  in  every  case  impossible  to  state  the  duration  of  the 
disease.    Most  cases  have  at  first  no  symptoms  at  all,  or  so 
slight,  and  therefore  attracting  little  attention,  that  they  do  not 
come  to  us  till  the  disease  is  far  advanced.    This  is  more  true 
of  sarcoma  than  of  carcinoma.    In  diseases  ending  fatally,  one 
end  of  the  line  is  clearly  defined  by  death.    The  beginning, 
also,  is  easily  made  out  in  many  acute  diseases,  but  in  this 
disease  we  have  no  way  in  making  sure  of  the  beginnino' 
even  if  we  were  constantly  examining.    It  is  common  to  say 
that  hypertrophy  and  induration,  or  a  real  ulcer,  not  a  mere 
abrasion,  or  a  hardness  with  big-grained  roughness,  or  a  nodule 
with  or  without  ulcer,  or  with  little  deep  ulcers  healing  and 
reappearing,  is  the  beginning  of  the  disease,  and  it  may  be  so  • 
these  are  at  least  often,  very  early  indications,  practically  the 
earhest  during  life ;  but  before  these  conditions  appeared  there 
may  have  been  malignant  degeneration  going  on.    We  had  a 
fatal  case  of  tumour  of  the  body  of  the  uterus,  sarcoma 
mvolving  all  Its  tissues  except  the  peritoneum,  and  in  it  the' 
cemx  had,  before  and  after  death,  every  appearance  of  health 
he  sLr  VI     "^^oscopical  inquirer,  and  it  presented 
the  same  characters  of  health  to  the  finger  examining,  per 

d^ra'tiof  •  "  ---- 

d  r..^^^  statements,  therefore,  of  the 

duration  of  this  disease  are  to  some  extent  mere  guesses,  for  iu 
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most  cases  we  have  no  grounds  for  fixing  its  time  of  beginning, 
and  the  earliest  and  best  grounds  attainable  are  indications  of 
disease  already  considerably  advanced. 

Generally  the  patient,  or  anxious  friends,  press  you  with  the 
question,  "  How  long  will  it  last  ? "    The  answer  to  this  must 
always  be  very  guarded,  for  at  the  best  it  is  very  rough ;  and, 
besides,  intercurrent  disease,  connected  with  the  cancer,  may  at 
finy  time,  and  almost  suddenly,  prove  fatal.    The  ordinary 
answer  is,  "  Eighteen  months  or  two  years  after  the  disease  is 
distinctly  recognised."    Some  sarcomas  last  much  longer  than 
common  cancers.    Sometimes,  and  I  think  especially  in  young 
people,  cancer  is  an  acute  disease,  running  its  course  rapidly. 
A  young  lady  applied  to  me  on  account  of  slight  continued 
bloody  oozing  from  the  vagina :  there  was  nothing  unhealthy 
discoverable,  except  on  the  posterior  vaginal  wall,  a  wart  the 
size  of  half  a  small  pea.    It  was  freely  destroyed  by  caustic. 
The  disease  rapidly  extended,  forming  large  fixed  masses  around 
the  lower  part  of  the  vagina,  and  she  was  dead  within  three 
months  from  the  discovery  of  the  wart.    A  patient  came  into 
hospital  with  a  little  induration  of  the  fossa  navicularis,  and 
nothing  else  discoverable.    She  was  dead  in  six  weeks,  and  the 
pelvis  °was  then  well  filled  by  large  masses  of  soft  cancer. 
Sometimes,  on  the  other  hand,  and  especially  in  old  people,  the 
disease  is  very  prolonged.    In  hard  cancers  of  the  mamma, 
great  slowness  of  progress  in  old  people  is  not  rare.    In  the 
uterine  cervix  you  rarely  have  the  hardest  kind  of  cancer,  and 
slow  progress  is  much  rarer  than  in  cancer  of  the  mamma. 
The  longest  case  of  uterine  cancer  that  I  remember,  never 
presented  scirrhous  hardness.    It  began  as  an  ulcer  on  a  soft 
and  slightly  hypertrophied  cervix  in  a  sterile  woman  about 
forty-eight  years  of  age.    Though  the  ulcer  was,  from  the  first, 
not  an  abrasion,  but  distinctly  edged,  and  in  appearance  some- 
what callous,  I  hoped  to  be  able  to  make  it  heal ;  but  my 
;attempts  by  caustic  were  vain.    She  survived  the  discovery  of 

the  ulcer  five  years. 

If  you  see  a  case  from  time  to  time,  and  find  the  cancer 
rapidly  growing  and  extending,  that  indicates  a  speedy  progress 
towardsll-ath.  This  fatal  career  may  be  accelerated  by  hiemorr- 
Urres     Generally,  the  approach  of  the  end  is  preceded  by 
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recognisable  morbid  conditions— red  and  beefy  tongue  more 
frequently  than  foul  furred  tongue,  progressive  general  weakness, 
progressive  loss  of  flesh.  Often  the  end  is  heralded  by  swelling 
of  the  lower  limbs,  generally  from  venous  obstruction— often 
from  a  modified  subacute  phlegmasia  dolens.  Very  rarely  you 
have,  from  communicated  disease  of  the  sacral  nerves,  peculiar 
contraction  of  muscles,  or  spasms,  or  persistent  mapped  pains, 
in  one  or  other  leg,  according  to  the  side  affected. 

When  you  first  see  a  case  of  cancer  of  the  neck  of  the  womb 
you  rarely  have  any  difficulty  of  diagnosis.    There  have  been 
recurrences  of  irregular  bleeding,  or  continued  oozing  of  blood, 
discharge  of  watery  or  sanious  fluid  more  or  less  copious,  and 
frequently  horribly  fcetid,  pain  in  the  back,  or  just  above  the 
groms  or  down  the  thighs.    But  these  three  great  symptoms 
of  the  disease  may  not  only  be  very  diversely  modified ;  they 
may—one,  or  two,  or  all— be  absent  altogether.    Cases,  indeed 
occur  not  very  rarely  where  there  are  no  striking  symptoms 
even  till  death  :  and  this  circumstance  has  led  to  many  mistakes 
m  diagnosis.    But  it  is  not  on  symptoms,  however  severe  and 
well  marked,  that  you  finally  rely  ;  it  is  mainly  on  the  physical 
examination.    The  finger  discovers  one  or  more  of  the  followino- 
conditions:  induration,  nodiilation,   hypertrophy,  outgrowth 
excavation  fixation  such  as  can  be  attributed  only  to  cancerous 
growth  and_  extension  or  cancerous  ulceration,  sloughing,  and 
^ecay.    It  is  vam  to  attempt  to  describe  in  words  what  you 
find,  so  various  may  it  be ;  you  will  soon  learn,  and  easily  by 
sad  experience    If  there  is  no  bleeding,  or  very  little,  and  if 

take  a  look  at  the  parts,  and  see  a  bluish,  nodulated  perhaiDs 
ulcerated,  mass,  the  ulcer  perhaps  having  overhanging  ed„^ 
showing  portions  of  dirty  yellow  slough.  I  ha^e  not  woris  o 
paint  the  grievousness  of  these  cases.    A  woman,  still  bToomhl 

f  X  ^  ^^^^ 

flS  ,1  ,■  S^nerally,  it  more  or  less  simulates  a 
fibro.d-o£  the  neck  or  of  the  bodj-.    The  uterus  is  not  so  e"ly 

Z  2 


340 


ON  CANCER  OF  THE  CERVIX  UTERI. 


fixed,  and  the  constitutional  symptoms  may  be  long  delayed.  If 
you  have  occasion  to  remove  any  part,  the  histologist  will  settle 
for  you  whether  it  is  a  carcinoma  or  a  sarcoma. 

Every  case  is  not  easy  of  diagnosis,  and  it  is  necessary  to 
consider  these  exceptional  instances.  The  difficulty  may  be 
great,  and  the  verbal  description  is  no  easy  matter,  so  many  are 
the  conditions,  and  so  nice  the  distinctions — degrees  of  patulous- 
ness,  or  of  constriction,  of  os,  or  of  cervical  canal,  induration, 
fixation,  hypertrophy,  warty  roughness,  nodulation,  outgrowth, 
fissuring,  abrasion  or  erosion,  kinds  of  ulceration,  excavation. 
Of  course,  if  you  take  plenty  of  time,  and  await  the  increasing 
ravages  of  the  disease,  you  can  easily  reach  assurance  as  to  the 
nature  of  it.  But  you  must,  if  possible,  diagnose  at  once,  and 
if  not  at  once,  as  soon  as  possible.  To  say  this  is  not  cancer  is 
grand  comfort  to  the  patient  and  her  friends. 

Sometimes  a  small  sessile  polypus,  or  two  or  three  of  them, 
or  a  group  of  hard  Nabothian  follicles  give  rise  to  short-lived 
difficulty.  Sometimes  great  alarm  is  caused  by  the  bloody 
and  foetid  discharge  of  a  bigger  polypus,  perhaps  just  passing 
through  the  cervix,  and  perhaps  sloughing  at  its  lowest  part. 
I  have  seen  a  sloughing  fibroid  give  rise  to  bad  diagnosis  and 
great  alarm,  as  also  an  enucleated  fibroid  rotting  in  the  vagina. 
In  elderly  women  a  bleeding  vaginitis  or  a  bleeding  endo- 
metritis will  naturally  cause  alarm,  especially  if  there  is  also 
foetid  discharge. 

The  most  common  cause  of  difficulty  and  of  error  is  mistakmg 
for  cancer  a  case  of  chronic  inflammation  of  the  cervix  with 
hypertrophy.    In  such  there  are  sometimes  nodulation  and 
deep  fissures,  and  diffused  swelling  affecting  even  the  vaginal 
laquear,  and  the  difficulty  of  diagnosis  may  be  insuperable  at 
the  time.    You  may,  indeed,  have  a  combination  of  cancerous 
dec^eneration  and  chronic  inflammatory  hypertrophy.    We  had. 
not  lonc^  ago,  in  "Martha,"  an  instructive  case  of  this  kmd. 
At  first"  we  diagnosed  cancer,  but  not  with  high  assurance, 
and  treated  for  chronic  inflammation— milk  diet,  rest  m  bed. 
laxatives,  embedding  the  cervix  in  ointment  of  iodide  of  lead 
every  nicrht.    After  little  more  than  a  week  there  was  so  much 
improvement-diminution  of  hypertrophy,  disappearance  of 
surrounding  swelling,  resumption  of  natural  colour-that  we 
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hoped  the  case  would  turn  out  to  be  one  of  mere  chronic  in- 
flammation and  its  results.  The  woman  left  the  hospital,  but 
returned  in  some  months  with  unmistakable  cancer  of  the 
<;ervix.  Suspicious  cases,  however,  do  occur  where  treatment 
fortunately  removes  all  disease.  In  these  we  do  not  cure 
cancer ;  we  only  remove  conditions  which  were  mistaken  for 
those  of  cancer,  or  raised  grave  suspicions  of  that  malignant 
disease. 

We  see  little  of  syphilis  in  "  Martha,"  and  I  have  never  seen 
n  case  of  syphilitic  ulceration  of  the  cervix  or  vaginal  roof  that 
could  be  mistaken  for  cancer.  We  have  had,  and  not  long  ago, 
<i  case  of  chancre  of  the  cervix — two  rounded  callous  ulcers, 
about  a  line  in  diameter,  with  grey  bases,  rapidly  healed  by 
dusting  with  calomel,  but  these  ulcers  did  not  suggest  cancer. 
There  is,  however,  syphilitic  hypertrophy  of  the  cervix  which 
may  be  mistaken  for  cancer,  and  we  have  had  a  grand  example 
in  a  woman  with  a  syphilitic  history  and  very  depressed  general 
health.  The  cervix  was  hypertrophied  in  the  form  of  two  very 
hard  semi-globular  projections,  each  nearly  as  big  as  a  walnut, 
not  ulcerated  but  abraded  on  their  inner  sides.  We  were 
disposed  to  regard  the  tumours  as  malignant,  yet  tried  anti- 
syphilitic  treatment,  with  amputation  of  the  projecting  lumps. 
Nothing  but  the  great  improvement  of  local  and  general  health, 
maintained  for  more  than  a  year,  convinced  us  that  the  disease 
was  not  malignant. 

Lupus  of  the  genital  organs,  or  the  disease  so-called,  may 
be  mistaken  for  cancer.  It  often  is  so  when  it  attacks  the 
pudendum  and  vagina ;  and  the  disease  is,  in  these  parts,  not 
very  rare.  In  the  cervix  uteri  lupus  is  very  rare  and  I  have 
not  seen  any  case  that  could  give  rise  to  mistake.  Indeed,  our 
only  case  in  "  Martha  "  for  the  last  six  years  occurred  very  lately, 
and  it  had  no  resemblance  to  cancer.  The  woman  had  irregular 
bleedings  for  fourteen  years,  and  her  cervix  uteri  presented 
A  mapped  ulceration  that  could  not  be  mistaken  for  abrasion,  or 
erosion,  or  malignant  disease. 

Parametric,  or  perhnetric,  induration  may  tend  to  increase 
difficulty  or  confusion  in  cases  of  cancer  of  the  cervix ;  but  on 
this  subject  I  have  not  time  now  to  enter,  especially  a,s  I  shall 
take  it  up  some  other  day. 
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We  have  almost  always  some  case  of  cancer  in  the  wards, 
and  it  is  not  only  cases  of  doubtful  diagnosis  that  we  take  in 
for  observation  and  treatment.  We  may  consult  a  patient's 
convenience  by  giving  her  lodging  for  a  few  days:  we  may, 
during  a  few  day's  residence,  and  perhaps  by  an  additional 
consultation,  satisfy  the  poor  sufferer  that  her  case  has  been 
well  considered :  we  may,  by  our  examinations,  have  induced 
bleeding,  which  demands  plugging  and  horizontal  rest  for  some 
time.  But  the  cases  we  take  into  the  wards  are,  for  the  most 
part,  cases  in  which  we  hope  to  do  decided  good  by  operation. 

I  cannot  say  that  we  take  in  cases  for  extirpation  of  the 
disease  by  operation — hysterectomy.  Would  that  this  were  the 
case.  Seldom  do  we  see  a  case  such  as  tempts  the  sanguine 
and  adventurous.  Fixation  of  the  uterus,  or  felt  extension  of 
the  disease  to  the  vagina,  or  parametric,  or  parauchenic,  tissues, 
renders  any  hope  from  extirpation  foolish  in  most  cases. 
Excision  of  the  whole  uterus  has  twice  been  done  in  "  Martha,'" 
death  following  the  operation  in  a  few  days.  The  operation  is 
much  more  difficult  than  extirpation  of  the  mamma,  and  it  is, 
meantime  at  least,  very  much  more  dangerous ;  and,  for  this 
reason,  scarcely  to  be  recommended.  In  cases  of  the  early  stage 
of  cancer  of  the  body  of  the  u.terus,  with  free  mobility  and 
healthiness  in  other  respects,  the  operation  has  good  prospects, 
for  we  may  hope  the  disease  is  closely  localised,  and  may  be 
all  removed.  It  is  not  so  in  cancer  of  the  cervix,  for  it  lies  in 
parametric  or  rather  parauchenic  tissue,  into  which  the  disease 
has  probably  extended,  and  that  without  interfering  with  soft- 
ness and  mobility,  or  the  indications  of  health.  The  parauchenic 
tissues  cannot  be  so  thoroughly  examined  as  the  tissues  around 
the  mamma. 

Attempts  to  extirpate  the  disease,  otherwise  than  by  excision 
of  the  organ,  are  comparatively  mere  trifling,  and,  for  my  part, 
I  say  nothing  for  them.  Partial  excisions,  scooping  out, 
burning  out,  repeated  numerous  operations,  are  objectionable, 
do  more  harm  than  good.  I  do  not  say  that  all  of  these  words 
opply  to  every  individual  case,  for  I  have  felt  convinced  that 
attempts  at  extirpation,  attempts  even,  have  done  good. 
Remarkable  atrophy,  or  shrivelling  of  parts,  I  have,  m  two 
recent  cases,  observed  to  accompany  complete  healmg  of  the 
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wounds  made  by  the  operator's  caustic ;  and  in  one  there  was 
remarkable  and  very  extraordinary  retardation  of  progress, 
disease  becoming  again  urgent  only  after  three  years  of  supposed 
or  apparent  good  liealth.  If  wo  knew  what  cases  would  be  so 
fortunate,  we  would  operate  in  them  ;  or,  if  such  fortunate  cases 
were  frequent,  we  would  operate  in  every  case.  But  such 
fortunate  cases  are  single  and  rare,  in  a  large  crowd,  and  should 
not  govern  our  practice.  Generally  the  histories  of  this  kind 
of  proceeding  are  mere  lamentable  samples  of  nimia  diligentia ; 
the  patient  would  have  been  happier  and  healthier  if  carefully 
let  alone. 

In  "Martha,"  we  sometimes  burn  severely  or  deeply,  and 
repeatedly,  cancerous  ulcers  of  the  cervix,  especially  if  the 
disease  is  not  far  advanced ;  and  almost  invariably  it  is  the 
actual  cautery  that  we  use — Paquelin's.    I  daresay  we  some- 
times do  it,  impelled  rather  by  desire  to  please  the  patient  by  a 
demonstration  of  activity,  than  by  strong  expectation  of  doing 
good.    We  do  not  deceive  either  her  or  ourselves  by  hope  of 
cure.    "Whether,  on  the  whole,  we  do  good  or  not,  I  am  not 
quite  sure.     The  patient  is  encouraged.    Discharge  may  be 
diminished.    Eafely,  as  I  have  just  said,  when  speaking  of 
cauterising,  or  scooping  out,  with  a  view  to  extirpation,  there  is, 
apparently  at  least,  great  benefit.    I  have  seen  the  ulcer  con- 
tract and  heal  completely  after  repeated  cauterisation.  But 
sometimes  the  operation  acts  as  an  irritant,  and  accelerates 
progress,  or  appears  to  do  so.    After  all,  there  is  probably  gain 
on  the  whole.    Were  it  not  so,  we  would  not  practise  it.  This 
cauterising  is  our  commonest  treatment;  and  saying  com- 
monest does  not  imply  that  it  is  nearly  always  resorted  to. 
Par  from  it ;  in  most  cases  it  is  best  to  do  nothing— an  im- 
potence most  painful  to  the  practitioner.    Cases  are  suitable 
where  the  ulcer  constitutes  the  chief  part  of  the  disease,  is  weU 
seen,  and  can  be  thoroughly  dealt  with. 

Our  chief  reason  for  taking  cases  of  cancer  of  the  neck  of  the 
womb  into  "  Martha,"  is  to  excise  the  cervix,  or  to  excise  large 
prominent  or  outgrowing  portions,  for  in  this  way  we  un- 
doubtedly do  much  good— great  gain  that  is  substantial  for  a 
tune ;  rarely  is  the  gain  not  considerable ;  improvement  in  both 
local  and  general  health  coming  quickly.    Sometimes  the  im- 
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proveiiient  of  the  general  health  is  very  great,  and  occasionally 
marvellous.  Encouragement  of  the  patient,  restored  cheerful- 
ness, arrested  discharge,  may  do  much ;  but  in  some  cases  these 
are  not  sufficient  to  explain  the  marvellous  restoration,  and  I 
will  give  you  an  example  from  another  department  of  pathology. 
In  tliis  example  there  was  no  arrested  discharge,  no  rescue  from 
the  fear  of  cancer.  The  woman  was  carried  into  hospital 
iu  a  dying  state,  extremely  emaciated,  and  supposed  to  have 
malignant  ovarian  cystoma.  >She  really  had  a  great  hydroperi- 
toneum,  and  solid  sarcoma  of  both  ovaries.  The  belly  was 
emptied,  and  immediately  improvement  began.  She  soon 
resumed  a  comparatively  healthy  appearance,  put  on  flesh,  and 
walked  out  of  the  hospital  to  resume  her  occupation  at  home. 
A  few  months  afterwards  she  again  became  very  ill  and  died. 
This  illustrates  the  kind  of  gain  we  obtain  by  operation,  and  it 
is  well  worth  the  suffering  and  trouble  of  enduring  the  process. 
Sometimes  you  have  an  outgrowth,  and  presumably  nothing 
more,  as  in  some  cases  of  cauliflower  excrescence.  Occasionally, 
indeed,  in  this  kind  of  tumour,  you  have  an  almost  polypoid 
form,  the  thick  stalk  springing  from  a  lip  of  the  cervix.  This 
epithelial  growth,  with  its  extensive  granulated  surface,  bleeds 
freely,  and  discharges  copiously  a  watery  irritating  fluid.  All 
its  conditions  invite  excision,  and  the  results  are  the  best,  some- 
times even  cure ;  or,  if  not  cure,  failure  to  return  while  life 
lasts ;  and  thus,  if  not  cure  in  an  absolute  sense,  at  least  cure 
for  the  individual. 

But  all  cases  of  outgrowth  into  the  vagina  have  not  a  line  of 
treatment  plainly  marked  out,  as  in  epithelioma  with  some  kind 
of  neck  ;  and  it  is  desirable  to  state  the  conditions  which  invite 
operation,  and  those  which  forbid  it. 

First,  there  must  be  slight  extent  of  disease,  if  you  are  to 
excise  the  cervix,  the  operation  presumably  removing  the  whole : 
or  there  must  be  a  large  piece  removable,  it  may  be  of  the  size 
of  a  walnut,  or  of  the  size  of  the  fist.  Second,  there  must  be  a 
fair  proportion  between  the  mass  removed  and  the  extent  of 
wound  left ;  it  mu.st  not  be  a  shaving  off  of  the  surface.  Again, 
you  are  encouraged  by  the  limited  character  of  the  disease, 
perhaps  the  uterus  still  is  mobile,  no  masses,  or  even  hardness, 
can  be  felt  beyond  the  cervix.    Further,  the  more  the  discharge 
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the  greater  the  impulse  to  opercate,  for  you  expect  the  wound  to 
contract,  or  even  heal,  and  to  have  diminution  or  arrest  of  dis- 
charge, at  least  for  a  time  ;  and  it  is  probably  chiefly  by  diminu- 
tion of  discharge  that  gain  is  in  most  cases  obtained. 

Tlie  operation  is  done  by  knife,  or  by  ecraseur,  or  by  a  wire 
sufliciently  heated  by  galvanic  current.  We  frequently  use  the 
last  in  "  Martha,"  though  we  have  many  complaints  to  make 
against  it,  and  have  always  a  common  wire  ecraseur  in  reserve 
in  case  of  failure  of  the  galvanic  battery.  The  mass  is  seized 
by  vulsella,  and  pulled  down  as  far  as  it  easily  can  be  :  the 
wire  is  passed  around  the  base  as  high  as  to  just  keep  clear  of 
the  pouch  of  Douglas  and  the  bladder,  and  the  amputation  is 
effected  by  screwing  up  and  taking  in  the  wire.  Bleeding  rarely 
requires  special  treatment ;  it  is  arrested  by  plug,  and  we  have 
not  had  occasion  to  use  anything  else :  but  it  may  be  necessary 
to  use  ligature,  or  compressing  forceps  left  attached  for  some  hours. 
The  vagina  is  washed  out  with  antiseptic  lotion  twice  daily,  and 
healing  encouraged  by  rest  in  bed,  or  perhaps  by  cauterisation. 

I  have  said  that,  by  these  operations,  we  do  not  hope  to  cure, 
but  to  do  substantial  good  for  a  time.  Unfortunately  the  time 
is  generally  not  many  months,  rarely  for  a  year.  But  I  have 
known  cases  where  the  disease  has  atrophied,  and  good  of  sub- 
stantial kind  has  lasted  for  much  more  than  a  year — quite  as 
much  good  as  comes  from  operations  intended  to  be  more  radical, 
or  even  to  cure. 

Before  concluding  I  make  a  remark  on  the  healing  of  can- 
cerous wounds,  not  of  cancerous  ulcers,  unless  you  describe  the 
wound  as  becoming  an  ulcer.  I  know  of  no  healing  of  cancerous 
ulcers,  except  of  small  excavations  on  the  surface  of  a  nodule, 
to  which  I  have  made  allusion  when  speaking  of  the  earliest 
mdications  of  cancer.  But  cancerous  wounds^  that  is,  raw  sur- 
faces left  by  dividing  a  cancerous  mass  often  heal  very  well,  and 
heal  with  marvellous  shrinking  of  the  mass  left.  We  had  a  case 
lately :  A  mass  of  round-celled  sarcoma  as  big  as  a  large  egg,  of 
which  the  half  was  taken  away  by  knife.  The  large  wouncUeft 
healed  well,  and  the  mass,  or  that  lip  of  the  cervix,  was  found 
after  heahng,  to  have  shrunk  to  nearly  the  natural  size.  You 
are,  therefore,  not  to  be  stopped  in  your  removal  of  large  masses 
by  the  fear  of  wounds  in  the  substance  of  the  cancer  not  healino-. 
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O'N  CANCEE  OP  THE  BODY  OE  THE  UTERUS. 

The  subject  of  this  lecture  is  cancer  of  the  body  of  the  uterus, 
a  disease  forming  part  of  a  great  class  of  diseases — cancers  of 
the  female  genital  organs  and  their  neighbourhood — in  regard 
to  which  a  great  deal  has  yet  to  be  made  out.  The  pre-eminently 
glandular  organ,  called  the  neck  of  the  womb,  is  the  most 
frequent  seat  of  cancer  in  the  female  genital  organs,  but  this 
pre-eminence  is  very  much  exaggerated.  This  arises  partly  from 
the  fact  that,  as  cancers  in  these  parts  go  on,  the  neck  of  the 
womb  becomes  involved,  and  then  the  case — diagnosed,  as  most 
cases  of  cancer  are,  in  a  late  stage— is  put  down  as  one  of  cancer 
of  the  neck  of  the  womb,  whereas  really  nothing  is  known  as  to 
where  it  originated.    Lately,  in  "  Martha,"  we  have  had  thirty- 
nine  cases  of  cancer  in  the  interior  pelvic  region,  and  of  these 
nineteen,  or  about  one-half,  have  been  put  down  as  cases  of 
cancer  of  the  neck  of  the  womb.  But  even  with  regard  to  these 
nineteen  we  have  not  invariably  been  certain  that  the  disease 
ought  to  be  so  classified.    We  were  sure  that  in  each  of  these 
cases  there  was  cancer  of  the  neck  of  the  womb,  but  whether 
the  disease  commenced  there  (and  it  is  from  the  position  of  its 
commencement  we  should  name  such  a  disease)  we  could  not 
tell.    Besides  nineteen  cases  of  cancer  of  the  cervix,  we  have 
had  five  cases  which  have  been  entered  as  cancer  of  the  vagina, 
we  have  had  four  cases  entered  as  cancer  of  the  body  of  the 
uterus,  we  have  had  one  case  of  cancer  of  the  rectum,  and  we 
have  had  ten  cases  which  have  been  classed  either  as  cases  of 
pelvic  cancer  or  as  cases  whose  origin  was  not  only  imascertained, 
but  unguessable.  In  a  former  lecture  in  this  course  I  described 
to  you  a  case  of  cancer  commencing  in  the  sacrum,  osteo-sarcoma. 
Cancer  may  commence  in  any  part,  and  before  I  come  to  the 
proper  subject  of  the  lecture  I  shall  say  a  few  words  about  au 
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interesting  case,  an  example  of  disease  which  probably  began 
in  the  rectum,  but,  as  you  will  see,  now  affects  the  uterus  as 
well. 

E.  W.,  aged  thirty-five,  was  admitted  March  10.    She  has 
been  twelve  years  married,  and  has  had  four  children,  the  last 
three  years  ago,  and  she  has  not  been  in  good  health  since  that 
time.    The  catamenia  have  been  regular  till  six  months  ago ; 
since  then  she  has  almost  constantly  lost  some  blood,  and  there 
has  been  at  times  a  yellow  discharge.   Complains  of  pain  in  the 
lower  j)art  of  the  back,  and  in  both  iliac  regions,  especially  the 
left.    Passes  urine  generally  mixed  with  fneces.    The  latter  are 
passed  twenty  times,  or  oftener,  daily,  with  severe  tenesmic  pain, 
■  and  with  griping  in  the  left  ihac  region.    The  disturbance 
caused  by  her  bowels  is  very  annoying  during  the  night.  The 
sister  of  "  Martha  "  estimates  the  quantity  of  moulded  fteces 
that  is  passed  in  a  day  as  a  full  ordinary  amount  or  rather  more. 
Examination  of  the  abdomen  finds  nothing  abnormal  except  a 
distinct  doughy  feeling  in  the  flanks  and  lower  belly,  evidently 
produced  by  accumulated  retained  fseces.    The  whole  upper 
part  of  the  pelvic  excavation,  as  digitally  examined  per  vaginam, 
is  a  hard  mass,  with  deep  fissures  diverging  from  what  is  taken 
to  be  the  situation  of  the  cervix  uteri,  which  cannot  itself  be 
identified  precisely.  This  hard  mass  is  only  slightly  displaceable 
upwards  and  downwards.    The  discharge  is  thin,  blood-stained, 
and  not  fcetid.  The  rectum,  as  felt  per  vaginam,  presents  a  hard 
rounded  mass,  as  if  it  contained  a  scybalum  of  the  size  of  a  hen's 
egg.    The  finger,  passed,  per  anum,  after  permeating  a  pouch 
about  one  inch  and  a  half  in  diameter,  reaches  a  tight  stricture 
in  the  seat  of  the  egg-like  swelling.    It  admits  only  the  tip  of 
the  finger,  and  is  situated  in  the  midst  of  extensive  fixed 
hardness. 

This  case  presents  an  example  to  you  of  an  accident  which  is 
not  common  in  the  diseases  of  women,  except  in  cases  of  cancer. 
It  IS  a  curious  fact  that  an  ovarian  tumour,  a  fibrous  tumour,  a 
pernnetritis,  a  parametritis,  a  pregnancy,  seldom  cause  great 
retention  of  fteces.  When  you  examine  some  cases,  as,  for 
mstance,  two  women  with  fibroids  at  present  in  "Martha,"  you 
would  thmk  it  was  impossible  for  fieces  to  get  past  the  hard 
tumour  jammed  into  the  brim  of  the  pelvis  ;  and  yet  it  is  the  fact 
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that  rarely  do  you  see  obstruction  of  the  progress  of  fteces— 
such  as  you  see  here.  Besides  malignant  disease,  as  in  this  case, 
a  scybalum  causing  obstruction  of  the  rectum  is  the  most  im- 
portant cause  of  great  retention  of  faeces  in  women.    This  is  not 
extremely  rare  ;  I  have  seen  it  the  cause  of  very  great  mistakes. 
In  that  case  a  woman  passes  liquid  fajces  round  the  scybalum  : 
and  the  case  may  go  on  even  for  years,  a  proper  motion  never 
passing,  the  fseces  which  escape  always  coming  in  a  semi-liquid 
form.    That  is  not  the  case  here.   Here  the  fseces  are  positively 
retained,  and  are  not  scybalous ;  there  is  no  feeling  of  round 
scybalous  masses,  but  you  feel  the  woman's  belly  is  really 
stuffed  with  semi-solid  fteces.    In  this  case  you  will  have 
noticed  that  we  look  forward  to  performing  an  operation  for  the 
relief  of  the  patient's  sufferings.    Her  sufferings  are  intense 
from  tenesmus,  accompanied  by  actual  griping  pain  of  a  kind 
different  from  the  disagreeable  feeling  of  tenesmus.    This  relief 
we  expect  to  be  able  to  give  her  by  colotomy.    We  propose 
colotomy  in  this  woman  because  she  is  suffering  a  great  deal, 
and  because  she  has,  so  far  as  we  can  judge,  the  prospect  of  a 
considerable  span  of  life  yet — I  mean  a  span  of  life  not  measured 
by  years,  but  by  a  considerable  number  of  months — and  it  is 
surely  worth  while  to  let  her  have  the  imperfect  rehef  which  is 
afforded  by  colotomy.    But  on  this  I  am  not  going  to  say  any 
more  to  day. 

Before  I  pass  from  this  subject  I  wish  to  point  out  another 
very  important  practical  fact,  that  while  retention  of  f feces  is 
frequently  due  to  malignant  disease,  retention  of  urme  (and  of 
this  we  have  illustrations  at  present  in  "  Martha")  is  a  state 
rarely  accompanying  malignant  disease.  Ketention  of  urine  is 
common  in  cases  of  fibrous  tumour  of  the  uterus;  it  is  not 
common  in  cases  of  swellings,  however  large,  produced  by  malig- 
nant disease.  I  may  mention  that  lately  we  have  seen  urinary 
retention  in  a  case  of  cancer  affecting  the  vaginal  orifice,  and 
mechanically  impeding  the  exit  of  urine. 

You  will  notice  that  when  I  enumerated  cancers  of  uncertain 
origin  in  the  pelvis  as  ten,  we  called  a  good  many  of  these  pelvic 
cancer ;  and  I  wish  to  point  out  what  is  extremely  well  illus- 
trated in  one  case  in  "  Martha"  at  this  moment.  In  that  case 
the  whole  brim,  the  whole  upper  part  of  tlie  excavation,  is  a 
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solid  mass ;  and  wliGn  cancer  of  the  neck  of  the  womb  is  not 
present,  you  have,  if  the  woman  is  young,  a  very  difficult  diag- 
nosis. Now,  what  disease  is  there  which  is  not  at  all  uncommon, 
which  is  sometimes  chronic,  and  which  makes  the  whole  roof  of 
the  pelvis,  as  in  the  old  woman  now  in  "Martha,"  like  a 
board  ?  It  is  chronic  perimetritis.  Some  cases  are  quite  easily 
diagnosed,  but  some  are  extremely  difficult  to  diagnose ;  and  I 
have  often  told  you  that,  when  you  hear  of  a  diagnosis  being 
difficult,  difficult  may  often  be  translated  as  impossible ;  time 
alone  can  enable  you  to  decide  in  many  of  these  cases  whether 
the  disease  is  malignant  or  not.  The  chief  points  on  which  to 
rely  are  the  age  of  the  woman,  the  liistory  of  the  case  and  the 
absence  of  tenderness.  Upon  these  particulars  I  shall  not 
further  enter,  only  insisting  upon  the  great  difficulty  that  exists 
in  diagnosing  pelvic  cancer  from  chronic  perimetritis,  especially 
in  the  case  of  a  young  woman.  And  the  diiiiculty  is  enhanced 
by  the  fact  that,  even  in  old  women,  perimetritis  of  all  kinds, 
including  perimetric  abscess,  may  complicate  pelvic  cancerous 
disease. 

Before  I  pass  from  the  subject  of  pelvic  cancer  I  must 

mention  another  case  accompanied  by  a  rather  rare  symptom  

discharge  of  fceces  through  the  urethra.  S.  N".,  aged  thirty-six, 
married ;  has  had  two  children  and  six  miscarriages.  The  last 
child  was  born  fourteen  years  ago.  Was  admitted  Marcli  8, 
1878,  complaining  of  pain  in  left  groin  which  had  lasted  for 
fourteen  years,  but  has  been  much  aggravated  the  last  five 
months.  Micturition  is  frequent  and  scanty,  and  with  the  urine 
come  occasionally  air  and  faeces.  The  brim  of  the  pelvis  is 
occupied  by  dense  hardness,  not  tender.  On  the  right  side  an 
extension  of  hardness  along  the  ischial  plane  and  below  the 
cervix,  which  itself  presents  no  great  abnormality.  The  uterus 
IS  fixed  in  this  hardness.  Its  cavity  is  of  natural  length  and 
direction. 

This  is  a  case  which,  if  the  hardness  had  not  the  lon^r  pro- 
montory coming  down  along  the  ischial  plane,  and ''other 
characters  which  are  easily  observed  but  very  difficult  to 
describe  verbally,  would  have  been  extremely  difficult  to  diacr. 
uose  from  chronic  perimetritis,  because  the  woman  was  not 
elderly,  and  recently  child-bearing.    The  diagnosis  was  corrobo- 
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rated  by  the  passage  of  air  and  fa?ces  through  her  urethra.  The 
passage  of  faeces  per  urethram  is  a  rare  occurrence  except  in 
cases  of  malignant  disease  of  the  bowel,  and  especially  the  upper 
part  of  the  rectum  and  the  sigmoid  flexure.  You  are  not  to 
suppose  that  the  passage  of  fceces  through  the  bladder  is  always 
the  cause  of  much  suffering,  yet  you  would  naturally  think  so. 
It  generally  only  causes  moderate  suffering ;  in  some  cases,  as 
in  this,  no  suffering  is  mentioned  at  all.  The  passage  of  fa3ces 
through  the  bladder  sometimes  occurs  in  connection  with  peri- 
or  para-metric  abscess,  ending  in  intestino-vesical  fistula.  I 
have  several  times  seen  cases  of  chronic  perimetric  abscess 
where  the  abscess  burst  into  the  bowel  and  also  into  the 
bladder.  Such  cases  are  diagnosed  by  their  history.  The  fistula 
in  such  a  case  I  have  known  spontaneously  healed.  Let  me 
caution  you  agtiinst  a  supposition  which  I  have  more  than  once 
found  prevalent  in  the  minds  of  practitioners  of  otherwise  great 
experience — that  the  passage  of  f£eces  through  the  bladder  must 
of  itself  be  fatal.  Nothing  of  the  sort.  I  have  known  patients 
with  this  infirmity  live  long  lives,  and  die  of  other  diseases  quite 
unconnected  with  the  passage  of  fasces  through  the  bladder.  It 
is,  however,  a  rare  occurrence,  and  always,  on  account  of  the 
rarity  of  its  connection  with  anything  else,  suggests  or  confirms 
the  suspicion  of  malignant  disease.  In  the  case  I  have  just 
read,  the  existence  of  malignant  disease  was  placed  beyond 
doubt  by  the  circumstances  mentioned  in  the  history  of  the 
case. 

Now  I  come  to  a  class  of  cases  about  which  our  knowledge  is 
still  very  imperfect,  and  which,  of  late  years,  is  getting  more 
and  more  isolated  from  the  general  run,  from  those  that  would 
be  called  of  uncertain  seat — cases  of  cancer  of  the  body  of  the 
uterus.  This  is  easily  defined.  A  case  is  said  to  be  of  this  kind 
if  you  have  noticed  it  sufficiently  early  and  find  the  body  of  the 
uterus  affected  by  the  cancer,  while  the  neck  of  the  uterus,  so 
far  as  it  is  accessible,  is  healthy.  It  is  a  disease  the  rarity  of 
which  is  exaggerated.  Among  the  thirty-nine  cases  that  I  have 
mentioned,  at  least  four  were  cases  of  malignant  disease  of  the 
body  of  the  uterus.  This  disease  occurs  in  a  variety  of  forms. 
I  show  you  here,  first,  a  magnificent  specimen,  an  extremely  rare 
one,  of  a  uterus  presenting  diffuse,  not  deforming,  cancerous, 
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liypertropliy  of  the  Iwdy  of  the  uterus,  the  neck  remaining,  so 
far  as  the  eye  unaided  and  the  finger  can  make  out,  quite 
healthy — a  rare  form  of  an  uncommon  disease. 

The  patient,  an  aged  woman,  began  to  suffer  pain  and  think 
herself  ill  only  about  three  months  before  she  died.    Her  com- 
plaints were  occasional  attacks  of  pain  in  the  hypogastrium,  and. 
occasional  losses  of  blood  per  vaginam.    She  looked  healthy  for 
her  years.    Three  weeks  before  her  death  she  was  admitted 
into  the  hospital  under  my  care.    A  mobile  hard  tumour,  of  the 
size  of  a  foetal  head,  was  felt  projecting  througli  the  brim  of  the 
pelvis  into  the  hypogastrium.    It  was  rounded  and  not  tender. 
She  was  seized  with  ordinary  acute  suppurative  peritonitis,  and 
sank  in  a  few  days.    Cancerous  nodules  were  found  in  the 
lungs  and  liver.    The  uterus  weighed  four  pounds  and  a  half, 
measured  eight  inches  in  length,  and  six  inches  and  a  half  in 
breadth.    Its  cavity,  from  os  tincfe  to  fundus,  measured  six 
inches.    The  walls  of  the  body  were  about  an  inch  thick. 
Examined  by  a  competent  histologist,  the  structure  was  declared 
to  be  that  of  hard  cancer.    Its  section  resembled  that  of  a 
scirrhous  mamma.   The  lining  membrane  of  the  body  was  thick 
and  villous,  only  in  some  small  parts  destroyed.    There  was 
cancerous  degeneration  of  the  ovaries ;  and  a  similar  state  of 
some  limited  parts  of  the  vagina  was  discovered  after  death. 
The  cervix,  although  healthy  to  appearance  and  to  digital 
examination,  was  discovered  by  the  microscope  to  be  the  seat  of 
cancerous  degeneration.    The  case  was  diagnosed  as  a  case  of 
fibrous  tumour  of  the  uterus  ;  and,  were  it  occurring  in  my 
practice  again,  I  have  very  little  doubt  I  should  again  make  the 
same  mistake. 

There  are  mistakes  in  medicine  of  which  a  man  is  ashamed  ; 
there  are  others  which  do  not  make  him  blush  in  the  least 
degree— and  this  is  one  of  them.  I  do  not  know  how  I  could 
make  that  diagnosis  correctly.  The  risk  of  error  here  is  not 
like  that  in  the  diagnosis  of  a  case  of  cancer  of  the  pelvis  ;  you 
would  never  confuse  diffuse  cancer  of  the  body  with  perimetritis. 
The  diagnosis  lies  between  that  disease  and  fibrous  tumour  of 
the  uterus.  If  you  look  into  books  you  will  see  it  justly 
remarked  that  one  of  the  points  of  distinction  is  that  in  a  case 
•of  cancer  the  womb  is  fixed,  and  so  it  is  generally;  in  this  case 
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the  womb  was  quite  mobile.  Here,  also,  another  usual  symptom 
was  absent — there  was  no  foetid  discharge.  There  was  bleeding, 
but  that  is  also  a  symptom  of  uterine  fibroid.  In  this  case  the 
cavity  of  the  uterus  was  considerably  lengthened,  and  so  it  often 
is  in  a  uterine  fibroid.  In  this  case  there  were  fits  of  pain,  and 
these  are  not  uncommon  in  a  uterine  fibroid.  You  are  led  to 
suspect  that  a  case  is  malignant — and  at  first  visit  it  is  only 
suspicion — by  regarding  the  history  of  the  case,  the  age  of  the 
woman  (and  I  may  remark  that  the  age  of  the  woman  is  in 
cases  of  cancer  of  the  body  of  the  uterus  greater  than  in  cases  of 
cancer  of  the  neck),  the  presence  of  hydroperitoneum,  and  the 
induration  and  fixation,  which  can  sometimes  be  made  out,  of 
neighbouring  parts,  especially  of  glands.  Of  especial  importance 
is  the  age  at  which  the  tumour  began  to  grow,  for  a  fibroid  does 
not  begin  to  grow  after  the  menopause.  I  have  done  enough  to 
show  you  how  very  difficult  diagnosis  may  be  in  a  case  of  this 
kind. 

I  have  spoken  of  elongation  of  the  cavity  of  the  uterus,  and 
it  is  necessary  to  inculcate  special  care  in  making  this  out,  in 
catheterizing  the  uterus,  as  it  is  often  called.  In  all  cases  of 
cancer  of  the  uterus  is  this  care  demanded,  for  then  the  uterus 
may  be  easily  transfixed  or  perforated  by  the  probe ;  and  this  is 
not  the  case  with  an  ordinary  or  inflamed  uterus.  Besides, 
the  transfixion  involves  little  or  no  danger  in  ordinary  cases. 
I  have  known  it  frequently  done,  in  the  same  case  even,  without 
any  evil  result.  Yet  it  is  always  a  misadventure  to  be  shunned. 
The  peritoneal  wound  does  not  gape  or  bleed  in  such  cases.  It 
is  otherwise  in  examples  of  cancer  of  the  body  of  the  uterus, 
and  I  have  seen  the  fresh  specimen  in  a  case  where  this  gaping 
wound  by  the  sound  proved  fatal  within  a  few  hours  after  its 
production. 

Now  a  few  words  on  the  mode  of  death.  A  woman  with  a 
uterine  fibroid  is  not  very  rarely  affected  with  chronic  peritonitis 
of  various  kinds,  sometimes  causing  a  collection  of  peritoneal 
fluid  to  occur  around  it ;  but  this  is  very  much  more  common  in 
a  case  of  malignant  disease  of  the  body  of  the  uterus.  In  the 
present  case  you  have  another  form  of  peritonitis  exemplifynig 
one  of  the  modes  of  death  in  cases  of  cancer  that  is  not  xeij 
frequently  described.  Acute  peritonitis  of  all  kinds  and  chronic 
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peritonitis  are  common  with  uterine  cancer — local  peritonitis, 
general  peritonitis,  and  (the  worst  of  all  kinds)  the  acute  sup- 
purative peritonitis,  whicli  killed  this  woman  in  three  days. 

Besides  peritonitis  there  are  many  other  forms  of  death  in 
cancer.    It  is  only  a  specious  concealment  of  ignorance  that 
leads  us  to  speak,  as  we  often  do  in  cases  of  cancer,  of  patients 
dying  from  exhaustion.  I  am  very  doubtful  of  that.  No  patient 
dies  from  exhaustion.    You  may  say,  "  If  a  patient  dies  from 
bleeding,  does  she  not  die  from  exhaustion  ? "    Very  well ;  but 
that  is  dying  from  bleeding— that  is  not  undefined  exhaustion. 
In  the  same  way  you  find  it  often  stated  that  patients  die  of 
pain.    I  never  saw  anybody  die  of  pain,  and  I  do  not  believe  it 
occurs.  So  cases  of  cancer  are  said  to  end  in  death  by  exhaustion, 
as  a  man  is  said  to  die  of  old  age.    The  truth,  barely  stated,  is 
that  you  do  not  know  of  what  he  died.    Now,  the  chief  causes 
of  death  in  cancer  are  peritonitis,  uraemia,  septicaemia,  pyiemia, 
and  complications  from  diseases  of  veins  or  degenerations  of 
important  viscera.    Saprtemia  (putrid  poisoning  without  addi- 
tion of  a  living  ferment)  often  causes  fever  and  purging,  and  may 
cause  even  death. 

The  second  form  of  cancer  of  the  body  of  the  uterus  to  which 
I  will  direct  your  attention  is  the  nodular— a  disease  which 
makes  the  uterus  resemble,  not  a  single  uterine  fibroid,  but  a 
group  of  uterme  fibroids;  the  nodules  being  different  masses  of 
malignant  disease,  deforming  the  uterus,  almost  certainly  in  this 
form  of  the  disease  fixing  the  uterus,  almost  certainly  projectinc. 
into  Its  interior,  frequently  bursting  through  and  giving  rise  to 
bleeding  and  other  foetid  discharge,  rarely  bursting  into  the 
peritoneum  and  giving  rise  to  fatal  peritonitis.  The  second 
form  of  cancer  of  the  uterus  is  not  so  rare  as  the  former  •  and 
here  is  a  case  of  it.  ' 

M.  L.,  aged  fifty-nme,  has  been  married  for  twenty-three 
years  and  has  never  been  pregnant.  Complains  of  frequent 
anc  difficult  micturition.  Has  constant  pain  in  the  lower  part 
of  the  back  and  m  the  thighs.  Has  also  a  lump  in  the  belly 
which  she  says  is  increasing  in  size  and  has  been  felt  for 
fifteen  months.  Her  pains  are  severe  at  night,  and  she  is^ 
rapidly  osmg  flesh  Was  in  July  an  out-p^tien,  and  then 
had  profuse  fcetid  discharge,  which  has  now  ceased.  Admitted 
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February  22.  A  layer  of  hydroperitoneum  intervenes  between 
the  abdominal  wall  and  the  tumour  in  the  hypogastrium.  The 
tumour  projects  most  between  the  navel  and  the  right  spinal 
ilii.  It  is  hard  and  forms  part  of  a  large  mass,  which,  projecting 
from  the  brim  of  the  pelvis,  extends  to  the  left  side  of  the 
hypogastric  region.  It  is  only  sensitive,  not  tender.  The 
cervix  uteri,  not  notably  altered,  is  high  up  and  far  back  in 
the  pelvis,  and  forms  part  of  a  solid  hardness,  fixed,  and 
occupying  the  upper  part  of  the  pelvic  excavation,  and  easily 
•  identified  with  the  tumour  felt  in  the  hypogastrium.  The 
bladder  is  not  tender,  but  contracted,  measuring  three  inches 
from  orifice  of  urethra  to  fundus. 

This  example  was  easy  of  diagnosis  only  because  the  woman 
was  fifty-nine  years  of  age,  at  which  time  you  do  not  get  fibrous 
tumours  growing  rapidly  with  much  pain  such  as  this  woman 
had.  There  was,  for  this  reason,  no  difficulty  in  diagnosing 
this  case.  There  might  have  been  great  difficulty  had  she  been 
a  younger  woman,  and  had  we  seen  the  case  earlier.  Then  we 
should  probably  have  had  to  watch  it  for  a  considerable  time, 
for  months,  in  order  to  satisfy  ourselves  as  to  its  nature ;  but 
in  an  old  woman,  to  have  a  tumour  growing  rapidly,  fixing  the 
uterus,  pain  always  aggravated  at  night,  and  hydroperitoneum, 
form  a  combination  of  clear  indications. 

I  come  now  to  other  forms  of  cancer  of  the  body  of  the  womb, 
cancer  of  the  interior  of  the  body  of  the  womb.    I  have  just 
mentioned  to  you  cases  of  ordinary  (medullary)  cancer  of  the 
uterus  projecting  into  its  cavity.     When  this  happens— and 
indeed  in  aU  cases  of  cancer  of  the  body  of  the  uterus— you 
have  to  keep  in  view  the  distinction  recently  made  (but  not 
proved  to  be,  clinically  speaking,  well  founded)  between  the 
fibrous  and  the  epithelial  cancers,  between  sarcoma  and  common 
cancer.    A  sarcoma  of  the  uterus  has  nearly  the  same  clinical 
history  as  ordinary  malignant  diseases  such  as  I  have  been 
describinf^.    Sarcoma  is  a  malignant  disease,  only  its  progress 
seems  to  be  generally  a  little  slower  than  that  of  the  ordmary 
forms  of  cancer,  and  it  seems  to  be  in  a  slight  degree  more 
■  amenable  to  treatment  by  removal.    But  really  this  distinction 
of  cancers  is  too  recent  to  have  been  fully  followed  out  m  its 
practical  details. 


ON  CANCER  OF  THE  BODY  OF  THE  UTERUS.      35  5 


The  great  malignant  disease  of  tlie  cavity  of  the  body  of  the 
uterus  is  adenoma,  a  malignant  glandular  growth  of  the  mucous 
membrane.    Cases  of  this  kind  are  not  common.    The  growth 
bleeds,  it  distends  the  cavity  of  the  uterus,  fills  it  up,  passes 
through  the  cervix,  and  grows  into  the  vagina ;  1  have  seen  a 
case  where  this  malignant  adenoma  filled  the  vagina,  and  before 
the  young  woman's  death,  protruded  at  the  orifice  of  the  vulva, 
the  whole  mass  being  composed  of  soft  adenomatous  tissue.  In 
"Martha"  we  have  had  a  case. probably  of  this  kind.    It  was 
sent  in  as  an  ordinary  polypus,  but  on  examining  it,  superficially 
even,  it  was  observed  to  be  very  soft  and  fragile.    The  stalk 
went  right  through  the  cervix  into  the  body  of  the  uterus,  and 
it  was  made  out  at  the  time  of  operation  to  be  a  case  of  polypus 
-of  the  body  of  the  uterus,  not  a  fibrous  polypus,  nor  a  mere 
mucous  outgrowth  or  vegetation.    On  microscopical  examina- 
tion it  was  found  to  have  all  the  structure  of  an  adenoma.  Dr. 
S,  West  found  in  it  not  only  the  uterine  glands  hypertrophied, 
and  constituting  the  greater  part  of  its  bulk,  but  he  also  found 
in  the  centre  of  the  tumour  some  muscular  tissue ;  and  a  like 
observation  has  been  made  in  some  ordinary  mucous  polypi. 
Of  this  adenoma  we  have  had  no  example  except  the  polypus  I 
have  been  describiner. 

^  I  have  lately  seen  cases  of  common  malignant  ulcer  beginning 
high  up  in  the  uterine  body,  and  such  ulcers  are  quite  different 
from  the  peculiar  disease  to  be  described  in  the  next  paragraph. 
To  get  the  diagnosis  of  such  a  case  in  its  early  stage,  while  the 
womb  is  mobile,  it  is  necessary  to  dilate  tlie  cervix  and  pull  the 
womb  by  volsella  in  its  neck  down  upon  the  finger  passed 
through  it.    Such  cancers  soon  became  more  diffused,  causing 
tumours  and  fixation  of  uterus.  ° 
The  last  malignant  disease  of  the  body  of  the  uterus  I  have 
to  mention  is  one  affecting  its  cavity,  namely,  ulceration.  The 
ulceration  seems  often  to  follow  a  previous  condition  of  villosity 
The  viUosity  is  destroyed,  and  ulceration  takes  its  place  •  or 
u  ceration  is  itself  tlie  commencement.    This  ulceration  aifects 
like  all  malignant  diseases,  chiefly  the  old ;  and  it  has,  in  the 
vast  majority  of  cases,  the  history  of  a  malignant  ulceration. 
But  some  recent  investigations  throw  'doubt  upon  the  exact 
nature  of  the  disease,  although  they  do  not  entirely  remove  the 
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malignant  character  from  its  ordinary  clinical  history,    I  am 
convinced  that,  speaking  merely  clinically,  this  disease  in  old 
women  may  be  cured,  if  it  is  attended  to  early,  by  cauterization, 
by  solution  of  nitrate  of  silver,  of  the  inner  surface  of  the  body 
of  the  uterus.    I  have  cured  several  cases  of  this  kind  where 
there  was  copious  discharge  which  was  foetid,  and  copious 
bleeding;  and  in  some  of  them  I  have  felt  the  seat  of  the 
disease  with  my  finger,  quite  easily  distinguished  from  the 
healthy  surface  of  the  uterus.    This  feeling  the  seat  of  the 
disease  has  only  been  done  after  dilating  the  neck  of  the  womb 
by  tangle-tent.    In  such  cases,  of  course,  the  disease  is  not — 
as  yet,  at  least— malignant ;  and  I  shall  say  no  more  of  them. 
In  the  more  severe  cases  you  may  try  the  same  treatment ;  but 
when  they  get  into  this  class  they  are  irremediable.  The 
treatment  may  check  the  discharge,  and  produce  great  tem- 
porary improvement  of  health.    The  patients  die,  as  in  cases  of 
ordinary  cancer,  sometimes  with  great  suffering,  and  sometimes 
with  little  or  none  ;  and  after  death,  examination,  as  I  have  just 
said,  leaves  considerable  doubt  as  to  the  cancerous  character  of 
the  disease.    In  several  cases  that  I  have  examined  lately  there 
was  no  disease  found  except  the  ulceration  of  the  interior  of  the 
uterus,  and  that  not  of  distinctly  cancerous  character.    In  one, 
which  occurred  in  "  Martha,"  there  was  found  no  evidence  of 
real  cancerous  disease.    In  that  case  the  lumbar  glands  were 
somewhat  enlarged ;  but  in  two  other  cases  even  this  evidence 
of  extension  was  absent. 

Ulceration  of  the  cavity  of  the  body  of  the  uterus  is  charac- 
terized by  great  pain  in  some  cases,  moderate  pain  in  others, 
and  in  others  by  no  pain  at  all.  The  pain  is  in  some  cases 
evidently  spasmodic,  being  so  described,  and  as  resembling  the 
pain  of  dysmenorrhoea,  lasting  only  a  few  hours  and  returning 
daily  or  oftener,  but  occasionally  intermitting.  There  are 
bleedings  which  are  sometimes  slight  and  sometimes  severe. 
The  discharge  is  always  very'  copious,  not  always  foetid,  and 
may  be  purulent  or  ichorous.  The  uterus  enlarges,  and,  instead 
of  having  little  more  than  a  potential  cavity,  may  come  to  have 
a  cavity  as  large  as  would  contain  an  orange.  The  ulceration 
extends  deep  into  the  'tissue  of  the  womb,  and  destroys  it ;  it 
comes  to  affect  the  interior  of  the  cervix,  leaving  the  infra- 
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vaginal  portion  untouclied.  It  sometimes  goes  on  to  perforate 
the  peritoneum,  and  in  this  way  it  may  prove  rapidly  fatal ; 
but  I  have  seen,  in  one  case  lately,  the  perforation  met  by 
adhesions,  so  that  there  was  a  peritoneal  cavity  or  abscess  con- 
nected by  a  fistula  with  the  interior  of  the  uterus.  These 
peritoneal  cavities  get  filled,  of  course,  with  the  same  filthy 
discharge  which  fills  the  interior  of  the  uterus.  The  disease  is 
easy  of  diagnosis.  If  you  think  proper  you  may  go  to  the 
length  of  dilating  the  cervix,  so  as  to  pass  your  finger  in  to  feel 
the  interior,  and  you  may  dilate  the  cervix  for  purposes  of 
treatment — to  wash  out  the  interior  of  the  uterus,  and  to 
cauterize  it,  if  you  think  proper,  with  nitrate  of  silver  or 
tincture  of  iodine.  In  all  the  cases  which  I  have  seen  the 
disease  has  run  a  more  or  less  rapid  course,  ending  in  death. 

I  have  said  notliing  of  treatment,  or  very  little,  for  I  know  of 
nothing  distinctive  or  peculiar  in  the  treatment  of  this  kind  of 
disease.  I  have  had  the  uterus  excised  for  it,  and  I  am  very 
hopeful  that,  in  well-selected  cases,  that  is,  not  too  far  advanced, 

this  triumph  of  surgery— the  successful  removal  of  the  uterus  

will  prove  also— what  is  a  very  different  matter-.a  triumph  of 
therapeutics. 


LECTURE  XXXVIIL 


ON   UTEEINE  HEMATOCELE. 

Lately  addressing  you  I  mentioned  an  important  variety  of 
liauiatocele,  wliicli  I  told  you  Nekton  described  as  retro-uterine, 
and  this  description  by  liiui  forms  the  most  important  event  in 
the  history  of  the  disease.  The  case  about  which  I  am  to  speak 
to-day  is  not  a  typical  one  of  retro-uterine  htematocele.  I  wish 
it  were,  for  the  retro-uterine  is  an  extremely  characteristic 
species  of  the  genus  hsematocele,  and  is  easily  described. 

What  is  htematocele  ?  It  cannot  be  defined  in  a  few  words. 
It  is  a  tumour  composed  of  blood,  which  may  be  in  various  con- 
ditions, such  conditions  being  regulated  chiefly  by  the  age  of  the 
effusion.  Do  not  imagine  that  every  blood  swelling  in  or  near 
the  pelvis  is  a  heematocele.  Far  from  it.  If  the  uterus  itself,  or 
an  ovarian  cyst,  be  distended  with  blood,  that  is  not  a 
htematocele. 

In  order  to  be  a  hematocele  the  blood  must  be  enclosed.  I 
prefer  this  term  to  encysted,  which  is  that  commonly  used.  The 
latter  is  objectionable,  because  it  conveys  the  idea  of  the 
existence  of  a  special  cyst,  which  there  is  not.  Now,  what  is  it 
that  encloses  the  blood  ?  The  site  of  the  effusion  in  the  great 
majority  of  large  and  grave  hEematoceles  is  within  the  peritoneum, 
among  the  intestines,  by  which,  and  by  parietal  peritoneum, 
it  is  enclosed;  the  enclosure  being  completed  by  such 
adhesions  as  are  necessary  to  make  what  may  be  called  a  cyst 
to  hold  it. 

It  is ,  very  common  to  say  that  hematoceles  exist  in  the 
cellular  tissue.  Most  assuredly  they  do,  but  I  doubt  whether 
these  are  the  more  numerous ;  at  all  events  they  are  the  less 
important.  In  these  cases  the  enclosure  is  the  cellular  tissue, 
and  the  various  organs.  These  I  would  much  rather  call  by 
other  names— hematoma,  thrombus,  or  ecchymosis.  Formerly, 
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all  hfematocles  were  tliouglit  to  be  iu  the  cellular  tissue ;  but, 
cliiefly  through  Bernutz,  we  have  become  enlightened  on  this  point, 

JSTow,  suppose  blood  escapes  into  the  peritoneum,  it  is  not  yet 
a  hematocele  ;  but  in  time  adhesions  arise,  which  complete  the 
enclosing  of  the  blood,  and  make  it  such.  For  example,  a 
woman  has  a  tubal  pregnancy ;  about  the  third  month  the  tube 
bursts ;  a  large  amount  of  blood  escapes  into  the  peritoneum, 
causing  death.  This  is  not  a  hsematocele.  Had  the  woman 
lived  it  would  have  become  one.  I  have  had  an  opportunity  of 
examining  a  case  of  this  kind  before  the  blood  became  enclosed  ; 
and  it  is  very  difficult  to  diagnose  such  during  life,  because  the 
effusion  is  so  soft  and  so  displaceable.  When  it  becomes 
enclosed  there  is  a  recognizable  tumour,  and  generally  what 
would  be  called  a  hard  one.  This  is  now  the  disease  we  have  to 
speak  of  to-day. 

Where  does  the  blood  come  from  ?  It  is  very  difficult  to  say. 
It  may  occur  from  the  bursting  of  an  extra-uterine  pregnancy ; 
it  has  been  verified  as  coming  from  the  opening  of  a  vein  in  the 
pampiniform  plexus  of  the  ovary.  It  may  be  a  little  phlebolite 
which  causes  ulceration,  and  this  gives  rise  to  a  small  opening 
tln-ough  which  blood  is  poured  forth.  Paipture  of  the  ovary  has 
been  proved  to  be  a  cause,  not  only  the  physiological  rupture  of 
a  Graafian  vesicle,  but  a  rent  in  the  whole  tissues  of  the  ovary. 
In  all  such  cases  it  is  evident  that  the  blood  must  escape  into 
the  peritoneum,  and  not  into  the  cellular  tissue.  In  the 
majority  of  cases  the  blood  comes  from  that  source  whence,  in  a 
woman,  bleedings  are  most  frequent  and  important.  In 
monorrhagia,  polypus,  fibrous  tumour,  htemorrhage  following 
abortion,  or  delivery  at  full  term,  it  is  the  mucous  membrane 
lining  the  cavity  of  the  uterus  which  bleeds ;  so  it  is,  I  am 
convinced,  in  the  majority  of  uterine  hajmatoceles,  the  blood 
flowing  into  the  peritoneal  cavity  through  a  Fallopian  tube'. 
Tlie  inner  orifice  of  a  tube  is  generally  looked  \ipon  as  always 
closed,  and  it  is  rarely  seen  otherwise  ;  but  it  is  a  spliincteric 
opening,  like  the  cervix  uteri,  and  is  often  found  by  probe  to 
be  open, 

Now  for  a  few  details  regarding  the  case  before  us,  which, 
though  not  retro-uterine,  offers  many  valuable  points  for 
teaching. 
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A.  B.,  aged  twenty-three ;  married  two  years ;  never  preg- 
nant ;  began  menstruation  at  fourteen  years  of  age ;  always 
regular,  sometimes  losing  rather  profusely.  About  three  weeks 
before  entering  the  hospital  the  last  period  commenced,  and 
continued  for  only  three  days  instead  of  four,  as  usual.  Notice 
that  a  period  stopped  before  the  expected  time.  About  two  days 
after  the  cessation  she  was  suddenly  seized  at  night  with  pain 
in  the  abdomen,  and  in  the  morning  she  found  a  swelling  in  the 
lower  part  of  the  belly,  which  has  remained  ever  since.  Next 
day  menstruation  recommenced.  Mark  this  also.  She  became 
feverish.  When  admitted  the  temperature  was  100",  and  she 
had  a  florid  cheek.  Note  this  expression ;  it  was  not  a  florid 
complexion  (the  term  employed  by  the  clinical  clerk),  but  only 
a  red  spot  on  the  cheek,  the  remainder  being  anaemic. 

A  large  prominent  swelling  occupied  the  whole  of  the  lower 
half  of  the  belly,  extending  up  to  within  two  inches  of  the 
umbilicus  ;  tender,  dull  on  percussion,  a  smooth  uniform  surface, 
elastic,  fixed.  It  became  less  and  less  tender,  smaller  and 
smaller,  and  about  a  fortnight,  after  she  entered  the  ward  it  had 
almost  entirely  disappeared.  The  temperature  and  pulse  became 
natural.  Nothing  was  to  be  felt  but  a  little  hardness,  due  to 
remaining  adhesions.  She  declared  herself  quite  well,  and  had 
then  a  florid  complexion.  The  red  spot  on  the  cheek  was 
lost. 

Now,  had  this  been  a  retro-uterine  htematocele,  the  uterus 
would  have  been  jammed  against  the  pvibes,  and  beliind  it, 
pressing  into  the  pelvic  excavation,  you  would  have  felt  a  large 
mass,  like  a  retroverted  gravid  uterus.  Instead  of  this,  all 
that  could  be  felt  per  vaginam,  by  pressing  high  up  behind 
the  uterus  (which  was  nearly  in  its  natural  position),  was  the 
lower  part  of  the  tumour,  round,  smooth,  and  tender.  The  case 
which  I  have  described  shows  what  a  definite,  well-marked 
disease  uterine  haematocele  is.  Nothing  hazy  about  it.  And 
when,  later  on,  I  speak  of  its  history,  you  will  be  astonished. 

I  shall  now  tell  you  how  this  case  was  diagnosed.  Unless 
the  history  is  very  distinct,  well  marked,  and  nearly  sure,  the 
diagnosis  is  very  difficult.  I  have  had  many  occasions  to  say — 
This  is  a  hematocele — either  before  a  woman's  death  or  before 
opening  the  tumour,  and  when  I  have  once  decidedly  said  so  I 
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have  not  been  wrong.  What  are  the  points  which  have  guided 
me  to  a  conclusion  ?    They  are  all  well  illustrated  in  this  case. 

First  of  all  I  must  tell  you  that  what  we  generally  have  to 
•diagnose  it  from  is  an  abscess,  retro-uterine  or  other,  and  there 
iire  three  principal  points :  ist.  Suddenness  of  symptoms,  and 
suddenness  of  tumour.  2ndly.  Derangement  of  the  menstrual 
function,  in  the  way  of  arrest :  in  the  most  typical  cases  there 
is  a  sudden  stoppage,  and  then  the  pain,    srdly.  Anaemia. 

When  this  woman  came  into  the  ward,  the  history  not  having 
be3n  taken,  hjBmatocele  was  diagnosed,  but  with  only  a  very 
moderate  degree  of  assurance.  The  diagnosis  was  from  an 
abscess.  In  a  former  lecture  I  described  a  case  of  retro-uterine 
perimetric  abscess,  which  was  very  like  this  in  its  physical 
characters,  but  there  was  the  absence  of  suddenness  and 
menstrual  arrest.  The  symptoms  of  suppurative  fever  were 
also  present  in  that  case. 

Diagnosis  was  direct,  and  the  induction  was  from  the  three  cir- 
cumstances which  I  have  enumerated.  I  presumed  that  we  should 
probably  have  another  element  of  direct  diagnosis  in  the  future 
history  of  the  case,  and  we  did  have  it.  When  the  disease  had 
lasted  five  weeks— that  is,  a  fortnight  after  admission  to  the 
ward— the  tumour  was  gone,  and  nothing  had  come  out  of  it. 
There  had  been  no  evacuation  of  pus,  no  diarrhoea.  The  patient 
had  been  getting  better  every  day,  and  the  lump  was  melting 
away  like  a  snowball  in  the  sun. 

Let  me  take  this  opportunity  to  say  a  few  words  about 
diagnosis.  It  is  the  first  step  in  all  medicine,  an  art  which  is 
in  a  very  uncertain  state.  I  have  often  seen  practitioners 
prescribe,  and  then  set  their  brains  to  work  to  ascertain  what 
was  the  matter.  When  you  treat  a  patient  without  knowin- 
what  his  disease  is,  you  are  shooting  crows  with  your  eyes  shut! 
Diagnosis  is,  therefore,  what  you  must  first  aim  at,  direct 
diagnosis  If  possible.  But  you  are  often  glad  of  another-a 
imping  method-diagnosis  by  exclusion,  a  method  founded  on 
the  axiom  :-If  you  don't  suspect  a  disease,  you  are  not  likely 
to  find  it  out.  ^ 

Here  is  an  abdominal  tumour,  and  we  may  commence  to 
exclude.  A  cyst  is  suggested,  an  ovarian  cyst,  a  parovarian 
cyst ;  a  renal  tumour,  or  hydronephrosis  ;  a  perimetric  abscess  • 
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hydatids  ;  then,  perliaps,  a  fibrous  tumour  or  pregnancy.  We 
run  over  these  hastily  in  our  minds.  Can  it  be  one  of  them  ? 
It  is  a  very  shabby  method  of  diagnosis,  but  we  are  bound  to 
use  it  in  order  to  do  our  best  for  the  patient.  The  history  of 
this  case  proved  that  the  diagnosis,  made  both  directly  and  by 
exclusion,  was  correct.  There  is  no  tumour,  except  one  com- 
posed of  blood,  that  will  go  away  thus  rapidly  wliile  a  woman 
is  lying  in  bed,  without  any  evident  evacuation.  The  diagnosis 
was  not  only  direct  and  by  the  history,  but  also  by  exclusion. 
Our  last  case  of  perimetric  abscess,  a  tumour  very  like  this 
htematocele,  went  away  quite  as  quickly,  but  pus  flowed  in 
torrents  from  the  bladder. 

Now,  from  what  you  have  heard  of  the  case  before  us,  you 
might  say  this  is  a  very  trifling  disease — cured  at  once.  That 
would,  however,  be  a  A'ery  wrong  idea.  It  is  not  every  such 
heematocele  that  goes  on  like  this.  Sometimes  the  tumour 
increases  instead  of  diminishing  ;  or  it  diminishes  and  then 
suddenly  increases  again  ;  or  the  peritonitis  which  is  induced 
may  not  be  simple  adhesive,  but  a  great  abscess  may  form  ;  or 
the  blood  may  putrefy,  and  produce  septicaemia.  Or  the 
tumour  may  burst  into  the  bowel,  which,  though  often  a 
fortunate  termination,  occasionally  leads  to  septicemia  by 
fiBCulent  matters  getting  into  the  cyst.  Sometimes  the  tumour 
will  not  go  away,  absorption  will  not  take  place  ;  why,  I  know 
not ;  but  it  may  have  something  to  do  with  pressure  relations. 

With  regard  to  the  treatment.  The  patient  was  simply  kept 
in  bed,  and  this  is  the  most  important  treatment  of  all.  Pro- 
bably, had  she  moved  about,  the  result  would  have  been  very 
different.  But  sometimes  we  have  to  direct  our  attention  to 
endeavour  to  stop  the  bleeding.  I  have  no  great  confidence  in 
anything  for  this,  but  I  will  tell  you  those  remedies  which 
appear  the  best,  and  in  order  of  merit— ist,  perfect  rest ;  2nd, 
ergot  of  rye ;  3rd,  ice  poultices.  I  fancy  I  have  seen  benefit 
from  these  last,  but  I  have  also,  I  believe,  seen  harm.  Then,  if 
you  have  been  brought  up  in  the  antiquated  school,  you  will 
believe  in  sorbefacients.  I  don't  believe  in  them.  ]\Iuriate  of 
ammonia  lotion ;  tincture  of  iodine.  You  may  prescribe  them, 
for  perhaps  they  will  please  the  patient.  The  further  treatment 
depends  upon  circumstances. 


ON  UTERINE  HiEMATOCELE. 


363 


It  is  sometimes  very  difficult  to  decide  whether  or  not  to 
evacuate  the  cyst.  In  the  great  majority  of  cases  it  is  unneces- 
sary. I  have  used  both  knife  and  trocar,  and  I  do  not  see  the 
objections  to  their  employment  which  are  entertained  by  most 
gynsecologists. 

After  opening  the  cyst  I  advise  you  to  take  care  of  two  things. 
In  the  book  of  an  eminent  gyntecologist  you  are  recommended  to 
insert  the  finger  through  the  artificial  opening,  and  break  down 
bands  or  adhesions  in  order  to  let  free  the  blood  mass.  The 
Avriter  was  under  the  delusion  that  the  blood  is  situated  in  the 
cellular  tissue  ;  it  is,  however,  in  the  peritoneum,  and  the  adhe- 
sions are  the  safety  of  the  woman.  If,  therefore,  you  attempt 
to  break  these  down  you  will  be  doing  the  very  worst  thing. 

Another  treatment,  which  has  led  to  many  fatal  results,  is 
injecting  the  cavity  by  means  of  a  strong  syringe,  to  wash 
out  the  blood,  the  consequence  of  which  is  that  the  adhesions, 
the  beautiful  protective  arrangement  of  jSTature,  are  damaged. 
Syringing  does  not  secure  absence  of  decomposition  or  of 
putridity  of  the  bloody  discharge.  I  have  seen  many  women 
with  this  foetid  discharge,  and  all  the  symptoms  of  intense 
saprfemia  or  putrid  intoxication ;  and,  as  soon  as  the  cause  was 
got  rid  of,  they  got  well. 

I  now  come  to  what  I  told  you  would  astonish  you — the 
history  of  the  disease,  Hsematocele  was  unknown  when  I  was 
a  student.  I  studied  medicine  in  Aberdeen,  Edinburgh,  London, 
and  Paris,  and  in  none  of  these  places  did  I  hear  of  such  a 
disease.  It  is  now  most  difficult  to  conceive  how  this  most 
manifest  disease  could  have  passed  unnoticed.  If  you  consider 
a  gold  field — at  first  great  nuggets  are  discovered,  then  smaller 
ones ;  then  to  find  gold  the  sand  has  to  be  sifted ;  and  lastly, 
there  is  none  at  all.  So  in  anatomy  and  pathology,  great 
discoveries  were  at  one  time  easily  made,  but  now  we  have  to 
get  a  microscope  with  a  lens  of  the  highest  power  to  find  any- 
thing new.  When  I  was  a  student  we  had  only  morbid 
anatomy,  now  we  hear  of  nothing  but  pathological  histology. 

With  regard  to  uterine  htematocele.  Here  was  a  nugget  of 
the  largest  size  which  remained  practically  undiscovered  till  a 
few  years  ago  !  This  is  a  remarkable  subject  for  reflection,  and 
shows  how  carefully  we  should  scrutinize  our  cases,  for  there 
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may  be  some  as  great  nuggets  buried  in  the  field  of  medicine 
even  now,  when  we  think  the  time  for  such  gross  discoveries  is 
past. 

These  great  tumours  must  have  existed  in  former  times. 
What  did  jDhysicians  make  of  them  ?  I  have  read  of  the  cure 
of  large  fibrous  tumours  in  a  week  or  two,  of  large  ovarian  cysts 
being  dispersed  in  a  very  short  time  by  some  marvellous 
medicine.  You  will  find  among  good  authors  plenty  of  such 
cures.  No  doubt  some  of  these  so-called  tumours  were 
ha^matoceles,  and  would  have  disappeared  just  as  quickly 
witliont  the  imposing  remedies. 

Besides  hfematocele,  women  are  liable  to  haematoma  or 
effusion  of  blood  into  the  cellular  tissue  of  the  genital  passages. 
Such  htematomas  of  a  limited  kind  are  common  after  con- 
finement, especially  near  the  cervix  uteri,  and  escape  attention. 
Sometimes,  after  uterine  ruptures,  they  are  enormous.  They 
are  often  seen  in  post-mortems.  But,  apart  from  child- 
birth, hsematoma,  though  rare,  is  well  known.  Its  characters 
do  not  differ  greatly  from  those  of  htematocele ;  but  it  is  more 
likely  to  be  one-sided,  between  the  layers  of  a  broad  ligament, 
displacing  the  uterus  to  the  other  side.  Like  hasmatoceles 
some  hematomas  do  not  get  absorbed  and  demand  operative 
interference. 


LECTUEE  XXXIX. 
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The  subject  of  this  lecture  is  a  case  of  simple  parovarian  dropsy, 
whicli  has  just  been  dismissed  from  "  Martha."  It  is  not,  in 
respect  of  the  fluid  drawn  off,  a  perfectly  characteristic  example 
of  the  disease,  but  it  is  on  the  whole  very  nearly  so,  and  well 
worthy  of  your  attention. 

In  this  region  of  the  body  there  occur  several  kinds  of  cysts, 
besides  the  well-known  fibro-cystic  uterine  disease,  simple 
ovarian  cysts,  dermoid  cysts,  and  the  different  kinds  of 
multilocular  dropsy  of  the  ovary.  There  are  the  cysts  some- 
times named  after  Tollin,  little  blebs,  which  are  frequently  very 
numerous,  scattered  over  the  tubes  and  broad  ligaments  ;  they 
are  not  discoverable  during  life.  There  are  the  metro-peritonitic 
cysts  of  Huguier,  perhaps  rather  a  kind  of  vesicular  cedema  than 
a  true  cystic  formation ;  these  also  have,  as  yet,  no  practical 
significance.  There  may  be  cysts  of  the  ducts  of  Gartner.  There 
is  often  observed  in  post-mortem  examinations  a  little  cyst 
hanging  by  a  long  stalk  from  the  outer  end  of  a  Fallopian  tube ; 
it  corresponds  with  the  hydatid  of  Morgagni  in  the  testicle,  and 
is  the  dilated  closed  end  of  the  duct  of  Mliller,  the  part  of  which 
nearer  the  uterus  is  transformed  into  the  tube  and  its 
infundibulum.  There  are  cyst-like  dilatations  of  one  or  of  both 
Fallopian  tubes,  not  to  be  diagnosed  from  small  parovarian 
cysts. 

The  parovarium  in  the  female  corresponds  to  the  epididymis 
m  the  male  ;  and  it  consists  of  a  series  of  tubules  running  from 
the  hilus  of  the  ovary  along  its  mesentery  and  the  "broad 
ligament  towards  the  neighbouring  tube.  In  the  disease,  of 
whicli  we  have  had  recently  a  fine  specimen  in  "Martha"  one 
of  tliese  tubules  is  dropsical,  distended  with  a  thin  fluid  '  It  is 
said  that  the  affected  tubule  is  generally  one  of  those  most 
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distant  from  the  uterus.  In  most  cases,  but  not  invariably,  one 
tubule  only  is  affected,  and  the  cyst  is  truly,  anatomically, 
unilocular.  It  has  been  observed  to  be  bilocular  in  rare 
examples,  or  even  trilocular ;  but,  in  the  disease  we  are  now 
describing,  the  cyst  is  notmultilocular,  very  rarely  proliferating. 
When  the  cyst  proliferates,  as  it  sometimes  does,  you  have  then 
a  distinctly  other  disease. 

Some  authorities  say  that  cysts,  indistinguishable  from  the 
parovarian  cyst  during  life,  do  occur  in  the  ovary — simple 
serous  ovarian  cysts.  I  have  seen  many  such,  but  never  one 
that  was  of  great  practical  importance  from  its  size,  never  one 
that  might  be  confounded  with  multilocular  ovarian  disease. 
The  disease  we  are  now  considering  is  simple  parovarian  cyst. 
We  are  not  at  present  concerned  with  complicated  cases,  or 
cases  not  simple,  whether  the  complication  be  inflammation  of 
the  cyst,  htemorrhage  into  it,  or  the  occurrence  of  proliferation 
in  a  malignant  form,  such  as  Olshausen  has  recently  described. 

Simple  parovarian  dropsy  is  an.  important  disease,  and  very 
alarming,  for  it  naturally  excites  suspicion  of  the  presence  of 
the  terrible  ovarian  cystoma,  or  multilocular  ovarian  cyst. 
Twenty  years  ago,  or  even  less,  it  was  generally  confounded 
with  this  disease,  and  there  can  be  no  doubt  that  many  of  the 
spontaneous  or  artificial  cures  of  ovarian  dropsy  were  not  so,  but 
really  cures  of  this  disease— the  simple  parovarian  cyst.  It  is 
spontaneously  cured  by  rupture,  during  pregnancy,  or  apart  from 
that  state.  It  may,  perhaps,  be  cured  by  absorption  of  the  fluid. 
It  is  often  cured  by  one  tapping  :  or  rather,  it  does  not  become 
refilled  But  the  present  state  of  our  knowledge  indicates  that 
an  ordinary  ovarian  cystoma  is  never  spontaneously  cured,  never 
entirely  disappears,  never  becomes  empty  and  collapsed  and 
remains  so.  Ovarian  cystoma  is  generally  cured,  only  by 
ovariotomy.  Yet  there  is  no  doubt  that,  in  some  very  rare  cases, 
an  ovarian  cystoma  gets  smaller,  its  contents  partially  absorbed 
or  inspissated ;  it  is,  indeed,  sometimes  thus  virtually  cured 
spontaneously,  but  very  rarely.  . 

Next  to  the  truly  unilocular  condition  comes,  as  an  impoitant 
feature  of  this  disease,  the  character  of  '  .  ^^^^  ^ 

pure  water,  having  a  peculiar  opalescence  like  that  of  lime 
later  or  o  a  quinhie  solution.    Very  little  or  no  albumen  is 


ON  PAROVARrAN"  DROPSY. 


367 


found  ill  it,  but  appropriate  tests  show  the  presence  of  the 
chlorides  of  sodium  and  potassium.  In  the  sediment  there  may 
be  occasionally  detected  cylindrical  epithelial  cells  in  the  midst 
of  other  detritus.  The  specific  gravity  of  the  fluid  is  low, 
generally,  as  in  our  case,  under  1008 ;  whereas  that  of  ordinary 
ovarian  dropsy  is  much  higher,  ranging  from  1010  to  1025,  or 
still  more.  In  our  case  the  fluid  was  not  perfectly  characteristic, 
but  nearly  so ;  it  had  a  yellowish  tinge,  probably  from  some 
slight  mixture  of  blood  with  the  fluid  taking  place  a  long  time 
ago.  It  did  not  otherwise  vary  from  the  regular  parovarian 
fluid.  In  a  case  which  is  not  simple,  the  fluid  may  have  quite 
other  characters,  from  the  admixture  of  pus  or  of  blood,  or  of 
both  in  various  quantities.  I  have  seen  it  like  honey  in  con- 
sistence, and  like  coffee  grounds  in  appearance.  The  pure 
watery  fluid  of  a  parovarian  cyst  is  sometimes  found  in  one  of 
the  cavities  of  an  ovarian  cystoma. 

A  parovarian  cyst  was,  till  recently,  supposed  never  to  attain 
a  considerable  size,  seldom  to  be  larger  than  a  foetal  head ;  and 
this  was  very  misleading,  for  the  dimensions  may  be  enormous. 
Here  I  show  you  one  which  is  far  larger  than  a  gravid  uterus  at 
full  term  ;  it  would,  indeed,  accommodate  several  adult  foetuses. 

The  characters  of  a  simple  parovarian  cyst  which  I  have 
gone  over  are  to  be  made  out  during  life.  After  death,  or  after 
the  removal  of  the  cyst,  you  find  other  distinctive  characters. 
The  most  important  is  the  easy  peeling  off  of  the  peritoneal 
coat,  or  enucleation  of  the  cyst  proper  from  its  peritoneal 
investing  sac.  In  the  case  of  an  ovarian  cystoma  there  is  no 
peritoneal  coat,  and,  if  you  try  to  tear  off  an  outer  albugineous 
coat,  you  merely  strip  off  irregular  patches,  producing  nothing 
like  the  easy  separation  of  coats  seen  in  the  true  simple 
parovarian  cyst. 

8uch  is  a  sketch  of  the  disease  we  have  illustrated  in  the  case 
of  M,  M.,  who  has  recently  left  the  hospital— a  disease  which  in 
her  has  been  at  a  standstill  for  about  three  years,  and  has  now 
at  length,  on  account  of  its  cumbersomeness,  led  her  to  seelc  its 
removal. 

The  chief  facts  of  the  case  are  as  follows :— M.  M.,  aged  thirty- 
nine,  married  ;  has  had  seven  children  and  three  mi^s carriages. 
Her  last  pregnancy  ended  naturally  five  years  ago,  the  delivery 
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being  completed  by  forceps.  The  catamenia  began  at  seventeen 
years  of  age,  and  have  been  generally  regular.  Three  weeks 
after  her  last  confinement  she  observed  that  her  abdomen  was 
of  the  same  size  as  before  her  delivery ;  and  for  two  years  it 
continued  to  increase.  Since  then  she  thinks  it  has  been 
stationary.  The  abdomen,  is  very  large,  semi-globose,  distended 
from  pubes  to  sternum.  Over  its  anterior  surface,  and  well 
backwards  towards  the  flanks,  there  is  absolute  dulness  on 
percussion.  Over  every  part  of  the  dulness,  and  in  every 
direction,  there  is  perfect  fluctuation.  The  most  prominent 
part  of  the  belly  is  three  inches  above  the  umbilicus,  and  here 
the  circumference  is  forty-two  inches.  At  the  umbilicus  it  is 
forty-one.  The  distance  from  the  ensiform  cartilage  to  the 
umbilicus  is  ten  inches  ;  from  the  umbilicus  to  the  pubes  seven 
and  a  half  inches  ;  from  the  umbilicus  to  the  right  anterior 
spine  eleven  inches ;  to  the  left  ten  and  a  half.  There  is  no 
fever  or  derangement  of  any  kind. 

You  will  observe  that  the  disease  was  chronic,  much  slower 
in  its  progress  than  an  ordinary  ovarian  cystoma,  lasting  five 
years  before  she  sought  advice  ;  observe  also — not  a  word  of 
complaint.  .  In  truth,  the  enlargement  and  the  weight  of 
400  ounces  of  water  produced  no  symptoms  proper;  and  it 
was  jjlain  the  poor  woman  scarcely  thought  it  worth  wliile  to 
have  anything  done  for  herself.  She  felt  no  need  of  relief. 
This  absence  of  symptoms  is  a  very  important  matter,  for  it 
shows  that  this  disease  has  no  essential  or  necessary  symptoms ; 
and  the  same  is  true  of  ovarian  cystoma.  Many  diseases  have 
essential  symptoms,  of  which  the  most  common  is  pain.  Here 
we  have  none.  Every  case  is  not  without  symptoms,  even 
varied  kinds  of  suffering.  But  the  utter  absence  of  them  in 
our  case  shows  that  their  absence  is  no  indication  of  absence  of 
disease. 

While  there  were  no  symptoms,  the  signs  of  disease  were  very 
distinct,  and  in  a  great  degree  distinctive.  The  short  statement 
of  the  chief  phenomena  of  this  case  that  I  have  already  given 
describes  the  signs.  The  signs  enable  us  to  diagnose  the  nature 
of  the  case.  The  direct  diagnosis  is,  however,  not  so  perfect  as 
to  allow  us  to  dispense  with  the  differential  diagnosis  or 
diagnosis  by  exclusion,  but  it  is  nearly  so.    It  is  only  on  the 
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direct  diagnosis  that  I  shall  have  time  to  make  any  remarks 
to-day.  The  direct  diagnosis  enables  us  with  considerable 
assm-ance  to  say — this  is  a  case  of  simple  parovarian  cyst. 
The  differential  diagnosis  justifies  us  in  saying — this  is  not 
hydramnios,  not  ascites,  not  chronic  peritonitis  with  effusion, 
not  ovarian  dropsy,  not  fibro-cystic  disease  of  the  uterus,  &c. 

The  abdomen  was  greatly  enlarged,  and  had  a  smooth 
hemispheroidal  outline  with  no  irregularities ;  it  felt  as  if  full 
of  fluid.   These  circumstances  are  consistent  with  unilocularity. 
It  had  a  projecting,  rounded,  shaped,  not  loosely  flattened, 
form  ;^  there  was  no  history  of  disease  that  might  produce  it' 
no  evidence  of  peritoneal  adhesions  around  it,  no  change  of  the 
area  of  resonance  on  changing  the  position  of  the  patient- 
circumstances  which  indicate  that  the  fluid  is  encysted.  The 
repletion  of  the  cyst  with  a  thin  fluid  was  not  made  certain  by 
Its  feeling  as  if  full  of  fluid,  but  was  made  almost  certain  by 
perfect  fluctuation  producible  everywhere  in  it.    The  perfection 
of  tlie  fluctuation,  and  easily  produced  wave  from  any  part  to 
every  other  part,  showed  that  the  cyst  was  unilocular.  Thus 
we  diagnose  an  unilocular  cyst  full  of  thin  fluid.    But  this  does 
not  complete  the  diagnosis. 

Before  advancing  I  wish  to  impress  on  you  some  very  im- 
porcant  matters  regarding  "feeling  fluid"  and  "fluctuation" 
terms  which  are  generally  misconceived  and  misapplied  The 
true  appreciation  of  these  valuable  signs  will  save  you  from 
many  and  frequent  errors. 

Feeling  flui.1  is  a  very  common  sign.    It  is  often,  indeed 

V        fr'"^'^^  ^^^^  it  -  quite  another 

tlimg.  When  m  the  midst  of  inflammatory  induration  you  feel 
flmd,  a  sof  portion  you  have  a  high  degree  of  assurance  of  the 

ns  ory  of  the  softened  part  as  from  the  actual  sion.  The 
history  and  the  sign  together  may  in  many  instancesVve  you 
a  high  degree  of  assurance,  approaching  to  certainty  tZ 

to  study  It  m  order  to  make  out  its  true  value.    I  know  few 
more  prohfic  sources  of  error  than  confidence  in  "  feeling  flu 
Dry  tapping,  as  it  is  called,  does  not  always  show  an  Lor  in 
the  operator;  for  he  may  have  tapped  'vhile  consciou"  o^ 
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"uncertainty  as  to  the  presence  of  fluid.  But  dry  tapping  is, 
after  all,  a  common  error ;  and  how  often  is  an  inflamed  mamma 
incised  when  there  is  no  abscess,  but  only  the  misleading  feeling 
of  fluid  ? 

You  should  all  carefu.lly  learn  the  invaluable  sign  "  fluctua- 
tion," in  a  case  like  the  one  we  are  now  describing.  You 
percuss  or  gently  strike  with  a  finger  or  fingers,  and  produce  a 
wave,  which  your  other  hand  or  the  fingers  of  it  receive.  It  has 
to  be  distinguished  from  a  communicated  impulse,  which  may 
he  transmitted  through  soft  parts  which  contain  no  fluid.  When 
you  feel  fluctuation,  you  have  a  valuable  positive  sign  of  fluid — 
an  almost  infallible  sign.  You  must  not  say  you  think  you  feel 
fluctuation  ;  for  then  you  had  better  say  you  do  not  feel  it.  You 
either  feel  it  or  not,  just  as  }-ou  feel  the  pulse  or  not.  If  you 
feel  it,  you  do  not  say  you  think  there  is  fluid ;  you  say,  there  is 
fluid.  Perfect  fluctuation  shows  that  the  fluid  is  abundant,  and 
not  in  separate  cysts  ;  but  it  does  not  show,  infallibly,  that  the 
fluid  is  thin  and  may  be  drawn  off ;  for  good  fluctuation  may 
be,  in  very  rare  cases,  felt  in  a  viscid  fluid  or  a  copious  fluid 
diffused  in  sparse  tissue,  as  in  some  abdominal  tumours. 

In  the  case  before  us,  perfect  fluctuation  can  be  easily 
produced  between  any  two  parts  of  the  cyst.  This  is  another 
valuable  sign.  It  shows,  nearly  certainly,  that  the  cyst  is 
unilocular— a  single-chambered  bag.  Were  there  two  or  more 
large  chambers,  the  fluctuation  would  not  be  perfect  in  every 
direction.  The  dissepiments  between  the  chambers  would  arrest 
the  wave  more  or  less  completely. 

Let  us  now  consider  what  we  mean  by  unilocular.  ^  I  have 
told  you  that  our  parovarian  cyst  is  unilocular.  It  is  truly, 
pathologically,  or  anatomically,  or  scientifically,  or  absolutely, 
unilocular.  Again,  I  have  told  you  that  by  use  of  the  sign, 
fluctuation,  we  have  diagnosed  its  unilocularity  ;  but  in  truth, 
we  have  not  diagnosed  its  real  or  anatomical  unilocular  condi- 
tion. We  have  only  made  out  that  it  is  surgically  unilocular ; 
unilocular  for  such  purposes  as  those  of  the  ovariotomist.  Small 
cysts  in  the  wall  of  the  large  cyst,  or  connected  with  it,  pro- 
ducing anatomical  or  pathological  multilocularity,  would  not 
damacre  the  fluctuation  sign  of  unilocularity.  It  is,  therefore,  only 
a  surreal  or  conditional  unilocularity  that  is  shown  by  this  sign. 
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We  tapped  this  cyst  in  the  ordinary  way,  and  drew  off  twenty 
pints  of  fluid.  After  tapping,  we  had  another  evidence  of  the 
unilocular  character  of  the  cyst.  We  could  feel  no  cyst  at  all. 
It  had  not  collapsed  into  a  ball  or  mass,  as  it  sometimes  does, 
but  lay  so  as  not  to  be  felt.  I  have  felt  such  cysts  after  they 
have  shrunk ;  but  even  then  not  distinctly.  After  tapping,  the 
bowels  descended  and  filled  the  belly  everywhere,  resonance 
being  produced  on  percussing  every  part.  No  coherent  masses 
of  bowels  were  felt,  as  is  usual  after  tapping  the  fluid  collected 
in  a  case  of  chronic  peritonitis. 

I  may  here  mention  to  you  a  rare  dissection  recorded  by 
Professor  Gairdner,  which  shows  what  happened  to  a  parovarian 
cyst  in  one  case.  His  patient  had  a  large  abdominal  swelling, 
produced  by  a  great  cyst,  which  suddenly  and  unexpectedly 
burst,  and  the  swelling  disappeared.  Sixteen  months  thereafter 
she  died  of  Bright's  disease.  Dissection  revealed  a  small  paro- 
varian cyst,  which  was  empty,  and  if  distended  might  have 
equalled  in  size  a  foetal  head.  The  place  of  rupture  was  made 
out  by  Dr.  Coats,  and  was  shown  me  by  Professor  Gairdner 
Though  the  rupture  was  healed,  the  cyst  had  shrunk  and  had 
not  refilled. 

_  The  case  illustrates  the  treatment  of  the  disease  When 
smiple,  as  m  M.'s  case,  it  is  sometimes  cured  by  one 
tapping.  What  becomes  of  the  cyst  we  may  guess  from  the 
state  of  It  m  Professor  Gairdner's  case.  I  have  tapped  several 
such  cases,  where  I  have  for  years  followed  the  patient,  and 
tound  the  cure  permanent.    Sometimes  it  refills 

But  all  parovarian  cysts  are,  unfortunately,  not  susceptible 
o  such  easy  and  successful  treatment.  Complicated  cases  may 
even  require  an  operation  like  ovariotomy.  I  have  seen  several 
such  operations,  where  there  was  extreme  difficulty  W  ad, 
sions,  and  from  the  thinness  and  lacerability  of  the  s  c  The 
proper  treatment  of  complicated  cases  is  not  yet  decided 

In  simple  parovarian  cysts  your  course  is  plain.  By  'tapping 
and  exa^mmng  the  fluid  you  complete  your  dia  Josis  vou 

t:::^^::^'  t  r  ^^^^^  of 
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OvAEiAN  dropsy  holds  a  great  place  in  gynaecology,  often  painful, 
always  dangerous  and  often  fatal.  To  all,  and  especially  to 
older  practitioners,  its  contemplation  has  a  peculiar  charm,  for 
it  has  within  their  time  been  changed,  by  the  wise  boldness  and 
zeal  of  siirgeons,  from  a  gloomy  fatal  disease  to  one  exciting 
bright  hope  of  complete  recovery. 

It  is  not  an  inviting  subject  for  a  clinical  lecture,  because, 
although  pathologically  well-defined,  it  is  not  so  clinicallj^  cases 
varying  very  much  in  characters  of  many  kinds.  There  is 
another  reason,  namely,  that  it  is  constantly  the  subject  of  bed- 
side lessons  in  "  Martha."  Cases  are  frequently  and  regularly 
comino-  there  for  consideration  with  a  view  to  ovariotomy,  and 
you  scrutinize  them  with  us,  as  individual  cases,  one  after 
another. 

Such  cases  come  before  us  as  large  abdominal  tumours, 
generally  somewhat  irregular  in  shape,  and  generally  having 
everywhere,  or  in  parts,  the  feeling  of  fluid  contents,  or  true 
fluctuation.  The  belly  is  described  as  having  grown  to  its  size 
within  a  period  of  months,  sometimes  of  a  year  or  two.  It  is  a 
nearly  safe,  rude  guess,  that  you  have  an  ovarian  cystoma,  a 
multilocular.  ovarian  dropsy. 

A  multilocular  ovarian  dropsy  is  a  proliferating  cyst  or  a  mass 
of  proliferating  cysts;  cyst  developed  within  cyst;^  one  cyst, 
generally  an  anterior  cyst,  having  often  great  capacity,  being  a 
greatly  overgrown  cyst,  or  being  formed  of  several  large  cysts 
united  by  the  disappearance,  more  or  less  completely,  of  their  dis- 
sepiments. These  cysts  have  walls  of  various  thickness,  an  external 
dense  fibrous  layer  or  layers,  lined  with  epithelium  of  various 
cylindrical  kinds.    The  contents  are  a  more  or  less  viscid  fluid. 
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straw-coloured,  or  dirty  dark  greyish  yellow ;  or  more  or  less  tinted 
by  admixed  pus  or  blood,  or  having  glittering  scales  of  cliolesterine 
floating  in  it.  The  specific  gravity  is  about  1030°,  and  it  becomes 
solid  or  nearly  soKd  on  boiling.  By  the  microscope  you  find  in  this 
fluid  many  kinds  of  cells,  epithelial,  Drj^sdale,  colloid  corpuscles, 
&c.  But  I  do  not  attempt  to  give  you  a  complete  or  nearly 
complete  account  of  the  pathology  of  these  tumours. 

The  commoner  form  of  cystoma,  which  I  have  imperfectly- 
described,  is  called  glandular ;  and  there  is  another,  less  under- 
stood, rarer,  proliferating  cystoma  called  papillary.  In  it  the 
cysts  are  generally  less  numerous,  the  contents  less  viscid  and 
albuminous,  and  the  cysts  are  more  or  less  filled  by  papillary 
growths  arising  from  their  walls.  These  growths  may  be  solid  or 
be  a  mass  of  little  branches  somewhat  dendritically  arranged. 
The  masses  sometimes  burst  through  the  walls  of  the  tumour,"  or, 
in  some  cases,  may  be  found  growing  from  its  outer  surface,  and 
even  from  neighbouring  parts. 

With  both  glandular  and  papillary  cystomata,  you  have  a 
greatly  varying  amount  of  solid  fibrous  tissue,  between  the  cysts 
or  groups  of  cysts,  and  chiefly  about  the  base,  that  is,  near  the 
pedicle  of  the  tumour.  And  generally  you  have  a  pedicle  formed 
of  the  broad  ligament,  the  round  ligament  of  the  ovary,  and  the 
elongated  TaUopian  tube ;  sometimes  the  pedicle  is  'short  or 
absent,  the  broad  ligament  being  opened  up,  permitting  the 
development  of  the  tumour  between  its  folds. 

I  have  said  it  is  a  nearly  safe,  rude  guess  that  you  have  an  ova- 
rian dropsy  when  you  find  a  quickly-grown  cystic-feeling  tumour 
in  the  belly  of  a  woman,  and  this  rude  diagnosis  is  nearly  safe 
because  of  the  comparative  frequency  of  ovarian  dropsy  as  the 
cause  of  such  tumours,  I  advise  you  never  to  rely  on  this 
which  IS  a  guess  rather  than  a  diagnosis.  Every  case  demands 
careful  investigation,  for  a  good  diagnosis  is  difficult-  or  in 
other  words,  errors  are  frequent.  You  should  resolutely  avoid 
error,  and  this  can  be  done  by  stating  your  doubt— not  sayin- 
this  is  so  and  so,  but  this  is  probably  so  and  so,  or  nearly 
certainly  so  and  so  ;  yet  you  are  bound  to  labour  to  reduce  the 
doubt  to  a  mmimum  or  to  make  your  diagnosis  the  best 
possible. 

In  your  diagnosis  you  may  consider  age,  the  disease  occurrino- 
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most  frequently  during  the  activity  of  tlie  menstruating  period 
of  life,  but  it  occurs  rarely  before  menstruation  lias  l^egun  and 
not  rarely  after  menstruation  has  ceased. 

You  get  no  aid  from  symptoms.  Prequently  there  are,  and  have 
been,  no  symptoms  ;  the  case  comes  before  you  solely  on  account 
of  size ;  or  you  may  accidentally  discover  the  tumour.  Sometimes 
there  are  symptoms  which  may  be  described  as  resembhng  those 
of  advancing  pregnancy  ;  only,  instead  of  the  mammary  and  the 
clavicular  fat  increasing  as  they  generally  do  in  pregnancy,  you 
have  them  generally  diminishing.  Sometimes  you  have' dis- 
turbance of  menstruation.  Sometimes  you  have  a  history  of 
severe  pain  in  the  womb  or  in  one  or  the  other  ovarian  region. 
Sometimes  you  are  told  the  swelling  began  on  one  side.  But  all 
these  indications  vary  much,  and,  however  they  may  be  com- 
bined, they  form  no  basis  for  a  diagnosis. 

When  the  tumour  has  a  size,  shape,  and  feehng  that  are 
identical  with  those  of  a  healthy  pregnancy,  or  with  those  of  a 
hydramnios,  you  must  be  on  your  guard  and  avoid  error  by 
bringing  into  play  all  you  have  learned  on  the  grand  subject  of 
the  diagnosis  of  pregnancy.  But  this  is  not  all,  for  the  disease 
does  not  rarely  commence  during  pregnancy ;  sometimes  it 
increases  rapidly  during  pregnancy,  and  in  both  cases  you  are 
liable  to  diagnostic  error  by  omission,  diagnosing  the  pregnancy 
omitting  the  tumour,  or  diagnosing  the  tumour  omitting  the 
pregnancy. 

As  a  fibroid,  especially  if  it  is  soft  and  oedematous,  is  not 
rarely  mistaken  for  a  pregnancy,  so  it  is  not  rarely  difficult  to 
distinguish  a  fibroid  from  an  ovarian  dropsy.  An  ovarian  dropsy 
may  have  only  indistinct  feeling  of  fluid  and  no  true  fluctuation ; 
a  soft  juicy  fibroid  frequently  presents  the  feeling  of  fluid,  and, 
though  very  rarely,  a  near  approach  to  true  fluctuation.  A 
fibroid  is  of  slower  gi'owth  than  an  ovarian  dropsy,  and  is  more 
frequently  accompanied  by  irregular  losses  of  blood,  and 
especially  by  profuse  menstruatiou,  than  ovarian  dropsy  is.  But 
here,  as  elsewhere,  your  main  reliance  is  on  physical  characters. 
A  souffle  heard  in  the  tumour  indicates  a  fibroid.  Solidarity  of 
the  abdominal  tumour  with  the  uterine  cervix  and  body,  made 
out  bimanually,  is  a  good  sign  of  a  fibroid ;  and  so  also  is  the 
passage  of  a  probe  three  inches  or  more  into  the  elongated 
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uterine  cavity  in  the  tumour.  But  if  an  ovarian  tumour  have  no 
pedicle,  or  if  it  be  adherent  to  the  uterus,  and  if  the  latter  be 
pulled  up  and  so  elongated,  you  have  these  conditions,  and  they 
are  not  rare,  and  very  misleading. 

Presence  or  absence  of  resonance  on  percussion,  above  the 
jmbes  and  below  the  tumour,  is  a  valuable  diagnostic  sign  in 
several  abdominal  tumours.  Present  in  most  cases  of  mesenteric 
tumour,  of  enlarged  spleen,  and  of  hydronephrosis,  it  is  some- 
tunes  absent  if  these  tumours  are  very  large,  and  reach  the  pelvic 
brim.  Absent  in  almost  all  cases  of  pregnancy,  of  ovarian 
dropsy,  and  of  fibroid,  it  may  be  present  in  cases  of  early 
pregnancy  and  of  uterine  fibroid,  if  of  moderate  size  and  freely 
mobile,  where  the  retentive  power  of  the  abdomen  is  positive 
and  great,  the  cervix  uteri  being  the  subject  of  tensile  elongation  : 
it  may  be  present  in  cases  of  ovarian  tumour  where ,  you  have 
the  same  condition  of  retentive  power,  the  tumour  mobile  and 
not  of  great  dimensions.  An  ovarian  tumour  so  conditioned, 
that  is,  having  resonance  between  it  and  the  pubes,  is  especially 
liable  to  be  confused  with  mesenteric  tumour. 

A  fibro-cystic  tumour,  that  is,  a  fibroid  with  large  cavities  (one 
or  more)  filled  with  fluid,  is  a  source  of  great  difficulty,  especially 
if  the  characters  of  the  solid  part  of  it  are  not  well  or  easily 
made  out.  Of  course  you  look  for  the  indications  of  a  fibroid  ; 
and  if  you  draw  off  the  fluid,  by  aspirator  or  otherwise,  you  find 
it  of  less  specific  gravity  than  ovarian  fluid,  with  little  or  no 
viscidity,  straw-coloured  or  tinted  with  blood,  less  albuminous  as 
tested  by  boiling,  and  sometimes  forming  on  cooling  a  gelatinous 
clot,  like  hydroperitonitic  fluid. 

Parovarian  tumour  I  have  described  in  another  lecture,  and 
its  diagnosis.  There  is  another  ovarian  tumour,  found  at  all 
ages,  and  of  a  kind  not  peculiar  to  this  organ — the  unilocular  or 
multilocular  dermoid  cyst.  This  is  a  tumour  in  whose  history 
there  are  still  many  voids  to  be  filled  up :  it  is  a  tough  fibrous 
cyst,  having  on  its  inside  a  patch  of  skin,  with  its  proper  glands, 
and  with  which  may  be  connected  hairs  and  teeth  ;  and,  filling 
the  cyst,  are  fat  in  a  uniform  mass  or  in  rounded  lumps,  or  as 
sebaceous  matter,  and  there  may  be  bits  of  bone ;  and,  indeed, 
there  have  been  found  the  elements  of  every  tissue  of  the  body. 
These  cysts,  if  simple,  do  not  grow  to  large  size,  but  may  reach 
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that  of  the  adult  head.  They  are  not  to  be  distinguished  by 
symptoms  or  physical  characters  from  small  ovarian  cystoma- 
but  tliey  are  of  slower  growth.  They  are  also  liable  to  be  com- 
plicated or  combmed  with  the  ordinary  ovarian  dropsy  and  then 
too,  they  are  not  to  be  diagnosed  till  they  are  opened  into.  They 
are  liable  to  inflammation  and  suppuration,  and  they  have  been 
known  to  burst  into  the  peritoneum.  Their  treatment  is  the 
same  as  for  ovarian  dropsy,  but  treatment  is  in  them  often  not 
demanded. 

Other  ovarian  tumours  I  merely  mention.  Their  names 
indicate  their  nature.  Eegarding  them,  I  can  say  little,  for  I 
know  little.  They  are  rare  in  practice,  and  are  known  chiefly 
from  having  formed  the  basis  of  important  work  of  the  pathJ- 
logist :  sarcoma,  cysto-sarcoma,  fibroma,  cysto-fibroma,  colloid  or 
alveolar  cancer. 

Splenic  and  renal  tumours  are  liable  to  be  confused  with 
ovarian  dropsy,  when  large  and  occupying  the  hypogastrium, 
and  when  their  history  is  not  known,  their  gradual  growth  not 
having  been  watched. 

An  ordinary  hydroperitoneum,  or  a  collection  of  ascitic  fluid, 
should  not  be  confused  with  a  large  thin-walled  cyst  of  the 
ovary  ;  but  it  is  liable  to  be  so,  and  there  may  be  very  great 
difficulty  in  distinguishing  them  if  the  intestines  are  coherent 
and  tucked  up  around  the  large  cavity  containing  the  hydro- 
peritoneum.  The  fluid  of  chronic  peritonitis  is  always  straw- 
coloured,  only  slightly  viscid,  generally  of  less  specific  gravity 
than  ovarian  fluid,  albuminous,  often  shows  a  gelatinous  trans- 
lucent loose  clot  at  the  bottom  of  a  vessel  ia  which  it  has  stood 
for  some  time,  and  an  examination  of  the  sediment  by  microscope 
discovers  elentents  derived  from  the  peritoneal  surface,  not 
from  the  bursting  of  an  ovarian  cyst.  The  great  indications  of 
ascites  or  hydroperitoneum  are  resonance  in  the  situation  of  the 
supposed  tumour,  and  flitting  of  the  area  of  resonance  on 
changing  the  position  of  the  patient ;  this  mobility  arising,  as  you 
know,  from  the  movement  of  the  free  fluid  in  the  peritoneal 
cavity.  Great  difficulty  is  sometimes  created,  here  as  elsewhere, 
by  the  combination  of  diseased  conditions,  as,  for  instance, 
hydroperitoneum,  and  perhaps,  fluid  from  a  burst  and  collapsed 
ovarian  cyst  also. 
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An  ovarian  dropsy  is  not  exempt  from  accidents  and  diseases ; 
and  these,  if  a  good  history  is  wanting,  may  be  very  difficult  of 
diagnosis.  Bursting  of  ovarian  cysts  is  an  accident  I  shall 
speak  of  in  another  lecture.  Besides  bursting,  you  have  twist- 
ing of  the  pedicle  and  inflammation  of  the  cyst  and  peritonitis. 

Twisting  of  the  pedicle,  by  rotation  of  the  tumour,  even  more 
than  once  round,  is  not  rare,  and  that  without  doing  any  harm. 
In  addition  to  twisting  of  the  pedicle  you  may  have  similar 
twisting  of  even  great  masses  of  adherent  omentum.  Twisting 
of  adherent  gut  would  be  more  dangerous,  but  I  have  not  seen 
it.    This  twisting  is  generally  on  a  vertical  or  nearly  vertical 
axis,  but  more  rarely  I  have  seen  twisting  on  a  horizontal  or 
transverse  axis.   In  "Martha  "  lately,  we  had  an  example,  where, 
during  Mr.  Willett's  operation  for  a  non-adherent  tumour  of 
about  the  size  of  a  seven  mouths'  pregnancy,  we  had  the  eleva- 
tion of  the  uterus  high  above  the  pubes,  ascertained  previously, 
now  explained  by  the  rotation  of  the  tumour  on  a  transverse 
axis.^  Many  attempts  have  been  made  to  account  for  these 
rotations  ;  but  to  me  they  are  not  satisfactory.    It  is  plain  that 
xotary  motion  in  one  direction  is  easier  than  in  the  opposite,  and 
advance  m  the  easy  direction  is  accumulated.  The  accumulation 
will  go  on^  quickly —for  the  movement  is  incessant— with  each 
breath.    Such  accumulating  motions  in  one  direction  are  seen  in 
the  progress  of  needles  in  the  flesh,  of  seeds  or  straw  between 
the  slan  and  the  clothes,  or  of  one  piece  of  clothing  between  the 
skin  and  another  piece  of  clothing. 

But  twisting  of  the  pedicle  is  not  always  harmless.  A  time 
may  come,  and  comes  generally  with  alarming  suddenness,  when 
the  twisting  of  the  pedicle  obstructs  the  circulation  either  com- 
pletely, or  in  the  veins  alone.  When  the  circulation  is  alto- 
gether stopped,  you  have  gangrene  of  the  tumour  and  symptoms 
of  danger  like  those  of  strangulated  hernia  with  peritinitis. 
When  the  venous  circulation  alone  is  impeded  or  obstructed,  you 
have  symptoms  and  dangers  closely  similar.  When  the  tumour 
IS  removed,  you  find,  m  the  one  case,  a  sphacelating,  and  perhaps 
stinkmg,  mass ;  not  a  cyst  with  yellow,  dried,  and  dead  portions, 
such  as  I  shall  speaic  of  when  I  come  to  burst  cyst.  In  the 
other  case,  that  of  venous  obstruction,  you  find  evidence  of  in- 
flammation. If  sufficient  time  has  elapsed,  and  extreme  en-oi-e- 
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nieiit  of  the  tumour  with  blood,  and  blood  efl'used  into  the 
cysts  composing  it. 

An  ovarian  cystoma  is  very  liable  to  inflammation  and  the 
inflammation  may  be  of  different  parts.  Its  external  coat  and 
the  adjacent  peritoneum  may  be  inflamed  in  different  degrees. 
Mere  dryness,  with  consequent  fremitus,  which  may  be  both  felt 
and  heard,  and  which  is  caused  by  movement  of  the  tumour  on 
the  peritoneum.  Or  pericy stomatitis  resulting  in  adhesions 
which  may  be  to  any  part  touched  by  the  tumour ;  and  which 
may  be  universal  or  very  limited  in  extent ;  and  which  may  be 
destroyed,  partially  at  least,  or  much  changed  in  their  relations 
by  the  growth  of  the  tumour.  Or  you  may  get  purulent  peri- 
cystomatitis,  frequently  caused  by  bursting  of  the  tumour,  and 
generally  leading  to  general  peritonitis  and  death. 

Then  you  have,  sometimes,  inflammation  of  the  wall  of  the 
tumour,  and  this  may  be  more  or  less  extensive.  Lately  we  had 
in  "  Martha "  a  case  of  a  large  cyst  in  a  woman  waiting  for 
ovariotomy.  There  was  nothing  peculiar  in  the  cystoma.  It 
was  lajTge,  rose  as  high  as  the  epigastrium,  and  had  a  large  cyst 
in  front  which  presented  distinct  fluctuation.  The  upper  or 
epigastric  part  of  this  cyst  became  acutely  inflamed  while  she 
lay  in  bed.  She  was  very  ill,  as  you  might  expect,  and  opera- 
tion was  delayed  for  a  few  days,  during  which  her  symptoms 
moderated  greatly,  and  tenderness  was  diminished,  so  that  she 
could  endure  careful  examination.  The  affected  part  of  the 
tumour,  as  large  in  area  as  both  your  hands,  was  now  hard  as  a 
board,  and  in  it  fluctuation  could  not  now  be  perceived,  while  in 
the  other  soft  and  unaffected  parts  of  the  cyst  it  was  as  distinct 
as  before.  Ovariotomy  was  performed  by  Mr.  Willett  success- 
fully, there  being  found  some  recent  lymph  on  the  surface  of 
the  inflamed  part.  I  show  you  the  tumour.  Its  contents  were 
brownish  green,  and  viscid,  not  purulent.  Where  it  was  in- 
flamed it  is  four  times  as  thick  as  elsewhere,  and  the  thickening 
diminishes  as  you  approach  the  edges  of  the  inflamed  part 
where  it  joins  on  to  the  healthy  part.  The  thickened  inflamed 
part  is  hard  and  rigid,  and  it  is  dark  red,  not  only  on  both 
natural  surfaces,  but  also  on  the  surface  of  a  section. 

Then  you  have  often  inflammation  of  the  lining  membrane, 
with  effusion  of  lymph  on  the  surface,  or  secretion  of  pus,  or 
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both.  The  inflammation  may  be  very  severe,  and  go  on  to 
sloiigiiing ;  or  it  may  be  slight,  and,  though  extensive,  it  may 
cause  remarkably  little  constitutional  disturbance.  Most  cases 
end  in  suppuration ;  and  you  are  said  to  have  suppurating  cyst, 
a  common  state;  for  such  suppurations  are  often  found  after 
ovariotomy,  and  frequently  when  before  the  operation  there  was 
no  suspicion  of  the  condition.  This  endo-cy stomatitis  may 
afi'ect  only  one  cyst,  or  it  may  affect  several,  and  these  may  be 
near  one  another  or  remote. 

As  in  the  uterus  you  have  perimetritis,  mesometritis,  and 
endometritis ;  so  here  you  have  pericystomatitis,  cystomatitis, 
and  endocystomatitis.  The  cystomatitis  is  the  analogue  of  the 
mesometritis,  but  I  have  never  seen  so  distinct,  separate, 
mesometritis  as  the  distinct  cystomatitis  which  I  have  described 
to  you.  In  both  organs  you  may  have  combinations  of  the  in- 
flammations. 


LECTURE  XLl. 

ON  OVAEIAN  CYSTOMA.-Continuecl. 

In  considering  a  case  of  cystoma  you  have  to  pay  great  attention 
to  adhesions,  probably  old  adhesions.  You  can  say  nothing,  in 
any  particular  case,  as  to  risk  of  inflammation,  of  twisting,  or 
of  bursting,  but  you  can  tell  a  good  deal  about  adhesions.  If 
you  are  familiar  with  the  state  of  the  roof  of  the  vagina  in 
healthy  pregnancy,  and  in  other  healthy  and  unhealthy  states 
where  there  are  no  adhesions,  you  will  be  well  instructed  in 
the  diagnosis  of  pelvic  adhesions.  Eemember  that  a  tumom* 
projecting  downwards  into  the  pelvic  excavation  is  not  neces- 
sarily adherent,  and  that  a  tumour  not  encroaching  on  the 
pelvic  excavation,  very  high  as  it  is  called,  may  be  adherent. 
It  is  hard  to  describe  the  conditions  felt  by  the  finger  when 
there  are  adhesions  ;  and,  whatever  you  feel,  you  cannot  reach 
a  high  degree  of  assurance,  for  even  when  a  tumour  is  mobile 
it  may  have  adhesions.  The  feeling  of  adhesions  may  be 
described  as  a  feeling  of  fixation,  and  of  solidarity  of  the 
tumour  with  the  adjacent  parts,  as  if  the  tumour  and  adjacent 
soft  jjarts,  or  even  the  pelvic  bones,  were  all  of  one  piece. 
Sometimes,  by  passing  a  probe  into  the  uterus,  you  can  make 
out  whether  or  not  it  is  mobile  ;  and  you  judge  that,  if  mobile, 
it  has  probably  no  adhesions. 

Then  you  diagnose  adhesions  by  abdominal  examination, 
and  here  again  your  knowledge  of  pregnancy  is  of  great 
avail.  If  a  tumour  is  freely  mobile  within  the  abdomen, 
whether  surrounded  by  free  peritoneal  fluid  or  not,  you 
judge  it  to  be  not  adherent,  but  not  with  high  assurance; 
for,  after  all,  it  may  have  the  worst  kind  of  adhesions,  that 
to  bowels.  This  mobility  may  be,  further,  judged  bimanually  ; 
and  in  this  way,  and  otherwise,  you  may  be  enabled  to 
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an-ive  at  a  guess  as  to  which  ovary  is  affected,  or  perhaps  that 
both  are  afiected. 

The  rest  of  the  diag^nosis  of  abdominal  adhesions  is  founded 
on  this,  that  a  tumour,  not  adhering  to  the  anterior  abdominal 
wall,  travels  an  inch  or  an  inch  and  a  half  downwards  along 
this  wall  with  deep  inspiration,  and  returns  upwards  with 
expiration.  This  travelling  is  true  not  only  of  ovarian  cysts, 
but  also  of  parovarian,  of  fibroids,  of  pregnancy,  and,  indeed, 
of  all  intra-abdominal  tumours,  and  organs,  even  of  the  healthy 
kidneys.  As  the  ovarian  tumour  descends  with  inspiration  the 
bowels  descend,  and  the  consequent  changing  abdominal  outline 
in  a  good  light  may  be  seen  ;  and  it  may  be  ascertained  by 
percussion  that  the  line  limiting  resonance  and  dulness  descends 
and  ascends  with  inspiration  and  expiration.  In  pregnancy  you 
have,  ordinarily,  only  this  latter  evidence  of  absence  of  adhe- 
sions ;  l)ut  in  ovarian  cystoma  you  frequently  have  other 
evidence,  you  can  see  and  feel  the  descent  and  ascent  of  the 
tumour.  In  pregnancy  you  cannot  see  and  feel  it  because  the 
surface  is  generally  smooth  and  uniform;  and  when,  in  ovarian 
cystoma,  the  surface  is  smooth  and  uniform,  you  cannot  see  and 
feel  it.  But  an  ovarian  cystoma,  or  a  fibroid,  often  has  anterior 
prominences,  and  those  you  can  see  and  feel  to  be  carried  down 
with  the  tumour  in  inspiration  and  to  ascend  in  expiration. 
Pretty  illustrations  of  this  ascent  and  descent,  made  plain,  not 
by  a  projection,  but  by  a  depression,  are  sometimes  got  in  cases 
of  enlarged  spleen,  where  the  fissure  of  that  viscus  can  be  seen 
as  a  cUmple  on  the  abdominal  wall  descending  and  ascendincr 
with  every  filling  and  emptying  of  the  thorax.  " 

In  some  cases  of  ovarian  dropsy  the  general  health  is  little 
affected  even  though  the  tumour  is  very  large  and  very  old,  but 
of  course,  not  growing,  certainly  not  growing  rapidly. "  In  what 
are  now  old  times,  though  within  my  own  experience,  we  had 
what  we  do  not  now  have,  such  cases  tapped  and  tapped  a^rain 
and  marvellous  quantities  of  fluid  drawn  off— as  many  as  forty 
tappings,  or  more,  yielding  gallons  each  time.  At  last  if  not  at 
first,  mflammation  of  some  kind  supervened  and  terminated  the 
cases,  if  the  patients  were  not  otherwise  destroyed.  In  cases 
where  the  cyst  is  spontaneously  evacuated,  through  the  vaccina 
or  through  the  bowel,  or  into  the  peritoneum,  or  throu-h'the 
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abdominal  wall,  you  may  have  a  similar  liistoiy.  Whether  the 
evacuation  is  spontaneous  or  artificial,  the  opening  may  remain 
patent,  and  form  an  entrance  for  foreign  matters  such  as  faeces 
from  the  bowel,  or  for  germs  which  may  produce  septicemia 
and  all  its  evils.  Without  the  introduction  of  germs  you  may 
have,  from  tapping,  a  traumatic  inflammation  set  up,  which  is 
always  injurious,  sometimes  fatal. 

Though  there  are  always  under  observation  prolonged  cases, 
or  cases  with  curious  favourable  terminations,  you  may,  for 
guidance  in  practice,  hold  that  the  disease  will  be  fatal  in  a  few 
months,  or  at  most  in  a  very  few  years  ;  and  this,  however  good 
your  patient's  health  may  meantime  be.  One  of  such  curious 
favourable  terminations  I  may  illustrate  by  this  specimen  from 
our  museum,  where,  in  the  course  of  childbirth,  the  tumour 
was  expelled  through  a  vaginal  rupture,  and  then  artificially 
separated  from  its  attachments  and  so  removed,  the  woman 
surviving. 

At  present  many  ovariotomists  are  in  favour  of  early  operation, 
wliile  the  tumour  is  small  and  the  woman  in  good  general  health. 
It  was  long  after  the  introduction  of  ovariotomy  before  this  recent 
proposal  could  be  wisely  entertained  ;  and  I  have  given  you  my 
views  regarding  it  when  speaking  of  burst  cyst,  and  when  dis- 
cussing hysterectomy.  The  chief  argument  in  favour  of  early 
operation  is  that  you  cannot  foresee  sudden  and  dangerous 
accidents,  which  may  come  at  any  time — bursting  and  bleeding, 
or  bursting  and  peritonitis,  or  twisting  of  the  pedicle,  or  severe 
inflammation.  But  you  ought  to  be  able  to  judge  whether  or 
not,  apart  from  the  danger  of  such  accidents,  a  case  urgently 
demands  surgical  interference. 

A  case  is  regarded  as  urgent  when  great  in  bulk  and  of  long 
standing — that  is,  of  two  or  three  years — or  when  the  disease 
makes  rapid  progress,  induces  great  constitutional  disturbance, 
causes  rapid  emaciation  and  brings  progressive  loss  of  strength. 
If,  with  or  without  all  or  any  of  these  conditions,  there  is 
evidence  of  suppurative  fever  (suppurating  cyst),  the  case  is 
still  more  urgent.  In  the  early  days  of  ovariotomy  these  latter 
conditions  (inflammations)  were  held  to  forbid  ovariotomy,  or 
to  be  reasons  for  indefinitely  delaying  the  operation.  It  is  not 
so  now. 
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A  tumour  is  suspected  of  malignancy  if  it  is  hard,  tuberous, 
or  knobbed,  and  surrounded  by  hydroperitoneum.  Generally 
a  malignant  tumour  brings  pain,  and  quick  loss  of  flesh  and  of 
strength.  If  the  hydroperitoneum  is  drawn  off  it  is  rapidly 
reproduced,  and  the  histologists  say  that,  by  examination  of  the 
sediment  carefully  collected,  they  can  sometimes  detect  peculiar 
•distinctive  proliferating  cancer  cells,  which  they  suj)pose  to  come 
from  the  cystoma,  through  the  bursting  of  one  or  more  of  the 
cysts,  and  discharge  of  their  contents  into  the  peritoneal  cavitv, 
probably  already  distended  by  hydroperitoneum. 

Some  cysts  are,  on  examination,  manifestly  cancerous,  and  the 
malignant  tissue  is  generally  in  greatest  quantity  near  the  pedicle. 
But  the  position  of  cystoma  as  to  malignancy  is  not  yet  quite 
•determined.  The  glandular  cystoma  is  much  less  suspected 
than  the  papillary.  As  evidence  of  malignancy  you  cannot 
rely  on  the  supervening  affection  of  the  second  ovary ;  but 
you  do  have  evidence  in  the  recurrence  of  the  disease,  where 
both  ovaries  have  been  removed,  or  on  the  same  side  as  the 
ovariotomy.  Such  a  case  we  had  lately  in  "  Martha."  In  it  the 
original  tumour  was,  macroscopically  judged,  a  common  glandu- 
lar cystoma,  removed  in  August,  1883;  and  on  the  same  side 
there  came  afterwards  another  large,  macroscopically  glandular, 
cystoma.  There  was  blood-stained  peritoneal  fluid.  The  new' 
tumour  had  no  pedicle,  was  almost  entirely  sub-peritoneal,  and 
was  closely  connected  with  the  womb.  It  was  removed  in 
•July,  1884,  and  the  woman  died  the  same  day.  Both  kidneys 
were  inflamed,  and  in  the  pelvis  of  the  right  there  was  a 
•calculus.  The  mesenteric  glands  were  enlarged.  In  the  womb 
was  a  small  intra-mural  fibroid. 

And  now  a  few  words  on  the  treatment.  A  small  cyst  if 
locked  in  the  pelvis,  you  may  push  up  into  the  gmie'ral 
:abdommal  cavity.  A  cyst  floating  loosely  in  that  cavity  you 
may  fix  by  a  bandage,  so  giving  comfort.  An  inflamed  cyst 
you  treat  secundum  artem.  But  what  is  the  great  remedy  for 
ovarian  dropsy  ?  j  ^ 

_  Of  course  much  reliance  has  been  reposed  in  drugs,  mercury 
lodme,  what  not !  and  many  cures  are  recorded^  Now  no 
reliance  is  placed  on  them,  and  the  cures  thereby  are 'not 
•credited.    Many  operations,  short  of  ovariotomy,  have  been 
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introduced,  and  success  from  them  vaunted.  They  are  all, 
meantime,  given  up,  except  in  very  rare  and  exxeptional  cases', 
and  I  shall  not  speak  of  them,  for  I  have  very  little  experience 
of  them.  The  opening  and  antiseptic  draining  is  probably  the 
best  of  them. 

I  have  already  mentioned  that,  very  rarely,  a  tumour 
becomes  dormant,  ceases  to  grow,  or  give  trouble  for  many 
years;  and  this  again,  very  rarely,  happens  after  a  tapping, 
and  so  is  a  kind  of  cure;  just  as  in  parovarian  dropsy  it 
often  happens  after  a  tapping,  the  case  being  practically 
brought  to  an  end.  It  is  known  that  the  quantity  of  fluid  in 
a  large  cyst  may  vary  quite  distinctly,  that  is,  becoming  less, 
and  then  greater,  and  so  on  ;  and  one  case,  at  least,  is  recorded 
of  the  tumour  shrinking  to  small  dimensions  from  absorption 
and  inspissation  of  the  contents  of  the  various  cysts.  But 
cases  of  any  kind  of  dormancy  of  an  ovarian  dropsy  are  rare 
— not  numerous  enough  to  have  a  distinct  influence  on  practice. 
What,  then,  has  a  governing  influence  on  practice  ? 

Practice  is  governed  by  the  circumstance  that  the  disease  is 
generally,  or  for  practical  purposes,  a  fatal  one,  not  far  from 
being  as  rapidly  fatal  as  cancer.  Unlike  cancer,  it  is  generally 
or  practically  a  disease  cured  by  removal ;  only  very  rarely 
does  it  reappear.  Perhaps  its  failure  to  reappear  is  to  some 
extent  dependent  on  the  completeness  of  its  removal,  on  its 
having  generally  a  stalk  like  a  polypus.  You  can  very  rarely, 
if  ever,  be  well  assured  that  you  have  completely  removed  a 
uterine  cancer  ;  and,  unlike  ovarian  dropsy,  this  cancer  after 
removal  is  liable  to  reappear  in  near,  seldom  in  remote,  parts. 
Think,  then,  of  the  triumphs  of  surgery,  of  the  glory  of  it ;  for 
by  it  a  disease  is  generally  cured  which  is  nearly  as  fatal  as  the 
awful  cancer. 

Every  case  is  not  cured.  Ovariotomy  is  a  dangerous  operation, 
but  successful  now  far  beyond  the  limits  of  justifiable  dangerous- 
ness.  Were  it  much  more  dangerous  than  it  now  is  in  skilled 
hands,  it  would  still  be  justifiable.  I  have  told  you  already  when 
a  case  is  urgent,  and  now  I  tell  you  that  ovariotomy  should  be 
insisted  on  in  all  such  cases.  This  is  our  rule  in  "  Martha  " ;  we 
make  no  kind  of  selection  among  urgent  cases,  and  it  is  very  rare 
to  make  an  incision  avowedly  exploratory.    It  may  be  prudent. 
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though  very  seldom,  to  avoid  completing  ovariotomy,  and  in  such 
a  case  you  have  simply  an  incomplete  operation,  a  failure :  and 
you  may  use  some  alternative  such  as  stitching  the  cyst  to  the 
abdominal  wound,  and  draining ;  and  such  alternative  is  occa- 
sionally successful. 

Into  the  many  important  details  of  the  operation  of  ovariotomy 
I  do  not  enter.  That  they  are  important  there  is  no  doubt,  for 
there  is  much  difference  in  the  amount  of  success  of  different 
operators.  Such  difference  of  amount  of  success  is  not  to  be  ex- 
plained by  selection  of  cases,  nor  by  liability  to  septicremia :  it 
must  depend  on  attention  to,  or  failure  of  attention  to,  important 
details.  At  present  there  is  much  dispute  as  to  what  are  and 
what  are  not  important  details.  These  surgical  questions  are 
getting  minute  consideration,  for  they  demand  settlement,  with 
a  view  to  levelHng  up  the  general  success  to  that  of  the  best 
operators.  Meantime,  no  one  can  tell  why  one  operator  surpasses 
another,  nor  can  we  quite  accept,  as  apj)licable  in  this  case,  the 
explanation  of  his  success  in  painting,  given  by  Eeynolds,  when 
asked  how  he  produced  the  results—"  "With  brains,  sir." 

I  have  just  alluded  to  the  selection  of  cases,  and  this  is  now 
becoming  a  very  grave  matter,  because  the  small  amount  of  fatal 
results  of  ovariotomy  in  some  hands  leads  to  extension  of  its 
application  to  early  cases,  or  young  and  meantime  harmless 
tumours,  towards  making  the  operation  one  of  complaisance  in 
many  cases,  not  one  of  urgency  or  necessity.    There  is  no  hard 
and  fast  line  between  operations  of  complaisance  and  operations 
of  necessity,  and  it  is  desirable  that  the  profession  should  have 
more  definite  views  than  are  at  present  entertained  regarding  the 
liniit  of  operations  of  complaisance.    But  surely  we  can  have  no 
difficulty  in  laying  down  that  ovariotomy  should  never  be  an 
operation  of  complaisance :  it  is,  in  the  very  best  hands,  too 
dangerous  for  being  placed  in  that  category. 

When  I  said  that  selection  of  cases  was  now  becomin-  a  verv 
grave  matter,  I  did  not  refer  to  selection  among  urgent  cases  as 
already  defined,  for  I  have  already  said  that  all  such  should  be 
quickly  operated  upon,  without  selection.  .  The  operation  should 
at  least,  be  attempted.  There  is  another  reason  for  not  selecting' 
namely,  that  it  is,  in  the  main,  a  vain  attempt.  You  cannot  tell 
with  much  assurance,  in  most  of  the  urgent  cases,  what  is  an 
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easy,  a  "  good  "  case,  or  one  likely  to  do  well ;  you  never  know- 
when  you  begin  an  ovariotomy  what  difficulties  you  are  to  meet 
with.  I  referred  to  another  kind  of  selection,  namely,  the  deter- 
mination, among  cases  that  are  not  urgent,  of  the  time  when  the 
operation  should  be  done.  Now,  this  question  is  at  present  sub 
judice.  The  ]Dros  and  cons  are — chance  of  survival  for  one  or 
more  years,  and  then  the  danger  of  late  ovariotomy,  against  the 
danger  of  death  now,  in  a  few  days,  from  early  ovariotomy; 
chance  of  unexpected  accident  to,  or  disease  of,  the  tumour 
endangering  life  and  increasing  the  danger  of  late  ovariotomy, 
against  the  alleged  less  danger  of  early  ovariotomy,  in  a  small 
tumour  in  an  otherwise  healthy  woman. 

We  need  much  more  knowledge  of  the  history  of  these  tumours 
and  of  the  success  of  ovariotomy  in  the  various  circumstances, 
before  we  can  get  this  important  selection  subdued  to  law.  Mean- 
time, I  only  say  that,  except  in  the  hands  of  the  most  skilled 
ovariotomists,  I  would  not  sanction  an  operation  till  it  was  one 
of  urgency,  or  till  it  would  probably  be  so  within  a  period  of 
weeks  or  months,  not  of  a  year  or  two  years.  I  would  not  recom- 
mend the  risk  of  losing  two  years  of  life  till  it  was  a  very  small 
risk  indeed. 

Lastly,  what  alternative  is  there  for  ovariotomy  ?  ISTone,  or 
some  only  in  rare  and  special  cases.  No  cure  but  ovariotomy. 
What,  then,  was  the  practice  before  the  days  of  ovariotomy? 
As  a  student,  I  saw  nothing,  heard  of  little,  but  tapping ;  and 
now  I  merely  mention  it  to  you  as  students,  to  ask  you  to  avoid 
it.  Done  antiseptically,  it  involves  very  little  danger  ;  but  with 
a  view  to  cure,  it  generally  does  no  good,  rather  the  reverse,  the 
cyst  generally  refilling  with  great  rapidity,  a  rapidity  generally 
increasing  with  the  number  of  tappings.  What  good,  then,  does 
it  do  ?  It  relieves  tension  both  of  the  cyst  and  of  the  abdomen, 
so  gives  comfort  to  the  patient :  and,  relieving  tension  of  the  cyst, 
it  diminishes  immediate  risk  of  inflammation  and  of  burstmg. 
You  may  thus  by  means  of  it  gain  time,  and  in  the  midst  of  the 
varied  exigencies  of  actual  practice  it  is  sometimes  so  important 
to  gain  time  that  you  do  resort  to  it.  Besides,  it  is  sometimes 
resorted  to  with  a  view  to  diagnosis.  You  find  out  the  amount 
and  quality  of  the  fluid,  and  you  get  a  good  examination  of  the 
abdomen  after  it  is  emptied,  the  abdominal  wall  bemg  relaxed 
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by  the  evacuation.  But  you  have  to  remember  that,  if  you  have 
used  tapping  as  a  diagnostic  measure,  and  the  case  proves  to  be 
ovarian,  not  parovarian,  you  have  done  your  patient  harm  rather 
than  good.  And  you  must  minimise  the  evil  of  tapping  by  care- 
ful procedure,  and  in  some  cases  by  drawing  off  only  a  sample 
small  quantity  by  aspirator-trocar. 


C  C  2 


LECTUEE  XLII. 


ON  EUPTURE  OF  OVARIAN  CYSTOMA. 

Of  this  accident  we  have  recently  had  an  example  in  "  Martha," 
and  I  sliall  commence  the  lecture  by  reading  an  account  of  it. 

S.  L.,  aged  forty-nine ;  married  nine  years ;  one  child  eight 
years  ago.  Catamenia  began  at  seventeen,  and  ceased  two  years 
ago.  No  definite  history  of  the  XDresent  illness  can  be  obtained. 
She  says  that  she  has  been  confined  to  her  bed  for  three  months ; 
has  suffered  for  some  time  from  constipation,  and  also  from 
vomiting.  Has  not  noticed  any  lump  in  her  abdomen.  Has 
become  emaciated.  When  admitted,  suffering  from  constant 
vomiting  of  a  dark-green  fluid.  Countenance  pinched  and 
anxious.  Pulse  small  and  feeble,  132.  Temperature  99"6°. 
Lies  on  her  side;  legs  drawn  up.  Breath  has  smell  of  new- 
mown  hay.  Belly  very  prominent  and  tight;  measures  at 
umbilicus  2S2  inches,  is  resonant  in  nearly  every  part,  presents 
fluctuation  beneath  the  umbilicus  from  side  to  side.  Brim  of 
pelvis  occupied  by  great  fulness  and  hardness,  as  felt  per 
vaginam.  Ordered  to  be  fed  with  iced  milk  and  beef-tea ;  to 
have  hypodermic  injections  of  morphia  to  allay  pain ;  and  to 
have  a  careful  trial  of  the  best  means  for  subduing  vomiting. 
She  was  hopelessly  ill — indeed  almost  moribund — on  coming  to 
the  hospital ;  and  she  died  four  days  after  admission. 

Post-mortem,  fifty-five  hours  after  death. — Body  somewhat 
wasted.  Eigor  mortis  well  marked.  On  opening  the  belly,  air 
at  once  escaped,  subsequently  followed  by  a  yellow  pus-like 
fluid.  At  the  lower  part  of  the  belly  was  a  large  cyst  or  tumour, 
filling  this  part  and  the  whole  of  the  pelvis.  Above  the  tumour 
was  a  cavity  from  which  the  greater  part  of  the  fluid  escaped. 
This  cavity  had  for  walls  the  anterior  part  of  tlie  small  intestines 
at  the  back ;  the  omentum  and  abdominal  walls  at  the  front, 
above,  the  transverse  colon.    This  cavity  was  clearly  marked  off 
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by  firm  adhesions  from  the  rest  of  the  peritoneal  cavity,  and 
was  larger  in  size  than  a  man's  head.  The  smaller  intestines 
were  to  the  left  of  the  cyst.  Liver,  spleen,  stomach,  and  intes- 
tines, all  matted  together  by  old  adhesions.  Stomach  and  intes- 
tines natural  on  mucous  surfaces.  Liver  pale,  friable,  fatty. 
Kidneys  small ;  capsules  somewhat  adherent.  Cortex  of  natural 
breadth,  but  pale  and  indistinct ;  pyramids  pinkish. 

On  lifting  up  the  cystoma  at  the  bottom  of  the  belly,  there 
was  seen  in  a  cyst  on  its  right,  overhanging  the  linea  innominata, 
a  gaping  aperture  the  size  of  a  florin,  communicating  with  the 
cavity  in  the  peritoneum  described  above.  The  fluid  flowing 
from  the  burst  cyst  was  dirty-yellow,  a  mixture  of  ovarian 
fluid  and  pus.  Around  the  orifice,  the  tissue  of  the  cyst  was  in 
a  sloughing  condition  for  a  considerable  distance  from  the 
margin.  There  were  old  adhesions,  between  the  body  of  the 
uterus  and  the  large  mass  of  the  cyst,  springing  from  the  left 
ovary.  The  cystoma  was  formed  of  ordinary  ovarian  cysts,  the 
largest  being  about  the  size  of  a  cocoa-nut,  holding  gum-like  or 
honey-like  fluid ;  in  some  the  fluid  was  thinner.  Eight  ovary 
natural.  Bladder  somewhat  injected.  Uterus  natural.  Vagina 
mauve-tinted. 

Here  was  a  remarkable  and  very  interesting  case.  You 
observe  the  symptoms  and  signs  were— very  quick  pulse,  tem- 
perature slightly  elevated,  uncontrollable  vomiting,  a  tympa- 
nitic abdomen,  no  tumour  to  be  felt  except  by  vaginal  examina- 
tion, and  then  only  hardness  in  the  brim  of  the  pelvis,  suggest- 
ing little  more  than  the  idea  of  a  tumour.  With  these  indica- 
tions, and  an  imperfect  history,  the  diagnosis  was  extremely 
difficult  or  insecure;  and  when  I  said  "I  fancy  this  is  a  case  of 
burst  cyst,"  it  was  more  a  conjecture  than  a  diagnosis.  It 
turned  out  to  be  thus  far  true ;  but  in  some  other  respects,  my 
ideas  respecting  the  case  were  not  altogether  correct,  for  I 
believed  her  to  be  dying  from  peritonitis  acutissima,  as  a  conse- 
quence of  the  bursting  of  a  cyst.  What  were  the  signs  which 
led  me  to  this  last  conclusion  ?  They  were  an  extremely  dis- 
tended tympanitic  abdomen,  with  intense  tenderness,and  distress- 
ing uncontrollable  green  vomiting.  But,  if  you  have  followed 
the  account  of  the  post-mortem  examination,  you  will  have  seen 
there  was  no  acute  general  peritonitis,  for  there  were  extensive 
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old  adhesions  which  had  nothing  to  do  with  death,  but  which 
had  an  important  influence  on  the  progress  of  the  case,  limiting 
the  diffusion  of  the  irritating  escaped  ovarian  fluid  and  the 
consequent  peritonitis.  The  ovarian  cyst  was  lying  in  a  perito- 
neal, perio-ophoric,  abscess;  the  parts  around  being  matted 
together  by  recent  lymph,  forming  a  great  abscess  cavity,  in  the 
bottom  of  which  lay  the  ovarian  cystoma,  nearly  the  size  of  a 
man's  head.  You  observe  she  had  an  intra-peritoneal  abscess  as 
the  result  of  this  rupture.  The  adhesions  saved  her  from  acute 
diffuse  suppurative  peritonitis. 

She  did  not  die  from  peritonitis,  nor  from  this  peritoneal 
abscess,  but  from  putrefaction  of  the  sloughing  cyst  and  its 
contents,  which  developed  a  quantity  of  gas  in  the  sac  of  the 
abscess,  and  thus  gave  rise  to  a  form  of  abdominal  tympanites. 
Now  this  is  not  an  ordinary  condition,  and  the  inquiry  is 
suggested:  Why  should  a  slough  which  is  under  antiseptic 
conditions  putrefy  ?  This  is  probably  from  the  neighbourhood 
of  the  bowels ;  and  there  are  many  analogous  cases.  I  have 
seen  the  same  result  in  a  case  of  pelvic  hsematocele,  when 
probably  nothing  had  been  effused  into  the  peritoneum  except 
pure  blood ;  but  we  must  dismiss  this  subject.  Our  patient  died 
of  saprsemia  and  septicemia,  her  blood  becoming  poisoned  by 
the  absorption  of  putrid  and  septic  matter.  The  intensely 
strong  smell  of  newly-mown  hay  from  the  breath  was  indicative 
of  this,  as  well  as  the  whole  progress  of  the  case.  The  mere 
burst  cyst  and  the  intra-peritoneal  abscess  do  not  account  for 
the  case.  She  might  have  made  good  her  recovery  had  there 
not  been  septictemia. 

Euptures  occur  frequently  in  women,  in  the  lower  abdomen, 
and  especially  during  the  child-bearing  period  of  life.  First 
there  is  the  periodical  rupture  of  the  Graafian  follicle,  from 
which  escapes  the  ovum,  in  the  fluid  of  the  vesicle,  and  possibly 
a  little  blood  ;  the  rupture  being  sufficiently  large  to  admit  the 
extremity  of  a  good-sized  probe.  This  is  a  physiological 
rupture;  but  pathological  ruptures  in  tliis  situation  are  not 
uncommon.  There  occurs  rupture  of  the  ovary  itself,  a  lesion 
which  has  occasionally  led  to  fatal  results;  the  ovary  being 
found  split  open  as  though  it  had  been  incised  by  a  dissecting 
knife.    Well-known  ruptures  occur  in  the  uterus  in  connection 
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with  delivery.    There  happens  also  occasionally,  during  delivery, 
a  curious  rupture  of  the  peritoneum  covering  the  uterus,  which 
is,  as  yet,  inexplicable :  a  beautiful  example  of  this  has  been 
shown  to  me  at  this  hospital  by  Mr.  Butlin.    Then,  during 
pregnancy  there  has  been  observed  erosion  commencing  in  the 
peritoneum,  and  penetrating  a  large  uterine  sinus,  resulting 
fatally  by  peritoneal  haemorrhage.    Also,  a  vein  in  the  broad 
ligament  may  give  way,  just  as  a  varicose  vein  in  the  limbs  does. 
This  is  said  to  be  the  result  of  ulceration  produced  by  a  phle- 
bolite,  and  the  consequence  is  escape  of  blood.    Another  rupture 
is  that  of  the  Fallopian  tube  in  extra-uterine  pregnancy.    I  am 
sure  that  the  rupture  of  small  serous  cysts  in  the  ovary  is  quite 
common.    Sometimes  a  small  ovarian  cystoma,  not  larger  than 
an  orange,  will  rupture.    I  have  myself  seen  an  example  of  this. 
A  woman  was  found  lying  dead  in  the  road,  supposed  to  have 
been  ill-used ;  a  judicial  examination  was  made,  and  death  was 
found  to  have  been  due  to  hfemorrhage  from  the  rupture  of  such 
a  cyst.    Then,  frequently,  small  cysts  situated  on  the  surface  of 
larger  ones  burst ;  as  may  often  be  observed  when  ovariotomy  is 
performed. 

What  I  have  more  particularly  to  speak  of  is  the  bursting  of 
a  large  cyst,  of  which  so  good  an  example  has  formed  the  basis 
of  this  lecture.  Eupture  of  such  a  cyst  may  be  produced  by 
ulceration,  but  this  is  probably  very  seldom  a  cause,  the  influence 
being  generally  mechanical ;  either  distension  by  blood,  pus,  or 
ovarian  fluid,  or  external  violence.  It  may  occur  from  handling 
a  cyst,  without  such  rudeness  as  is  called  violence.  In  some 
cysts  the  walls  are  very  thin,  and  they  become  softened  by  inflam- 
mation or  fatty  degeneration,  or  sloughing,  so  as  to  be  rendered 
excessively  lacerable.  This  teaches  us  that  ovarian  cysts  should 
always  be  very  gently  handled.  I  have  seen  a  cyst  so  frail  that 
slight  pressure  at  one  part  made  it  burst  at  a  remote  part.  The 
case  just  read  was  one  of  rupture  by  ulceration  and  sloughing, 
and  we  have  lately  had  the  sudden  death  by  peritonitis  of  a 
woman  who  was  waiting  to  be  operated  on  by  ovariotomy;  and 
in  her  the  rupture  was  by  ulceration,  a  round  hole  of  the  size  of 
a  sixpence  being  found  after  death,  looking  as  if  it  had  been 
punched  out.  These  ruptures  or  holes  are  often  in  limited, 
yellow,  hard,  long  dead  areas  of  cyst  wall. 
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If  the  cyst  bursts,  what  results  ?  The  woman  may  bleed  to 
death,  if  bleeding  into  the  cyst  be  the  cause  of  rupture. '  Eupture 
of  a  cyst  probably  always  produces  a  certain  amount  of  perito- 
nitis, generally  of  a  kind  of  which  little  is  known.  If  a  cyst 
burst,  the  fluid  of  which  is  quite  bland,  often  no  pain  is  pro- 
duced, but  probably  there  is  a  low  form  of  peritonitis,  which  may 
last  a  long  time  without  even  producing  adhesions.  The  peri- 
toneum is  red  and  raw-looking,  sometimes  with  large  areas 
which  are  covered  with  a  granular  lymphy  deposit.  This  peri- 
tonitis  produces  friction,  which  may  be  sensible  to  the  hand  and 
ear ;  and  the  granular  condition  may  even  be  felt  when  the 
abdominal  wall  is  very  thin,  as  in  an  umbilical  rupture. 

But  if  the  fluid  be  mixed  with  pus  or  with  old  grumous  blood, 
then  probably  acute  peritonitis  will  come,  and  rapidly  super- 
vening death. 

The  case  before  us  illustrates  another  danger,  that  of  septi- 
ctemia.  It  occurred  in  connection  with  a  vast  peritoneal  abscess 
in  this  case ;  but  septicaemia  may  be  caused  in  another  way.  If 
the  cyst  burst  into  the  bowel,  generally  relief  follows ;  but  occa- 
sionally from  regurgitation  and  extravasation  of  feculent  matters 
into  the  cyst,  chronic  poisoning  is  set  up,  the  woman  dying 
very  slowly.  I  know  of  cases,  well  recorded,  where  women  have 
lived  for  years  after  an  accident  of  such  a  kind,  where  at  least 
gases  from  the  bowel  entered  the  cyst.  I  have  never  myself  seen 
such  a  long  survival ;  but  ordinary  air  is  frequently  admitted,  by 
misadventure,  into  cysts  during  tapping  without  any  harm  accru- 
ing.   The  air  is  rapidly  absorbed. 

The  results  of  burst  cyst  depend  greatly  on  the  character  of 
the  fluid  effused.  If  it  be  pure  blood  it  will  not  necessarily 
excite  acute  general  peritonitis ;  if  it  be  thin  and  bland  ovarian 
fluid  it  will  do  little  harm.  It  is  alleged  that,  if  it  be  very  thick 
and  viscid,  it  will  cause  acute  peritonitis  ;  but  from  several  ex- 
amples, verified  by  post-mortem  examination  or  observed  during 
ovariotomy,  I  can  say  this  is,  at  least  often,  not  the  case.  If, 
however,  the  fluid  be  pus  or  grumous  blood,  or  contain  them,  for 
a  certainty  acute  peritonitis  will  arise,  and  speedy  death  follow 
unless  ovariotomy  be  at  once  performed. 

.  The  escaped  fluid  generally  passes  freely  among  the  bowels, 
but  not  always  ;  for  its  progress  may  be  restrained  by  old  adhe- 
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sions,  as  in  our  case ;  or  it  may  be  so  viscid  as  not  to  become 
diffused  in  the  abdominal  cavity,  but  displace  the  bowels  as  if 
it  were  itself  a  tumour. 

Wlien  the  fluid  is  in  the  peritoneal  cavity  it  may  be  easily 
diagnosable  as  free  fluid,  if  it  is  in  large  quantity.  Sometimes  it 
would  appear  to  become  inspissated,  the  watery  part  only  being 
absorbed.  Viscid  fluid,  after  extravasation  into  the  peritoneal 
cavity,  is  often  difficult  of  diagnosis  as  free  fluid,  for  it  may  dis- 
place the  bowels  as  a  tumour  does. 

All  I  have  said  is  on  the  supposition  that  the  cyst  bursts  into 
the  peritoneum.  But  not  very  rarely  it  ruptures  into  some  of 
the  mucous  passages.  Generally  this  is  made  plain  by  the  escape 
of  the  ovarian  fluid  from  the  body,  and  by  the  diminution  of  the 
size  of  the  cyst :  but  it  may  occur  so  insidiously  as  not  to  be  dis- 
covered by  the  physician.  Such  ruptures  into  the  bowel  have 
never  been  healed,  so  far  as  I  know.  I  have  known  and  put  on 
record  a  case  of  burst  cyst,  where  the  fluid  was  discharged  per 
vaginam,  and  where,  long  afterwards,  on  ovariotomy  being  per- 
formed, no  adhesion  of  the  cystoma  to  the  pelvic  organs  was  dis- 
covered. The  rupture  must  have  healed.  The  same  healing 
occurs  in  many  cases  of  a  cyst  bursting  into  the  peritoneum,  the 
cyst  refilling  and  again  bursting,  sometimes  repeatedly.  But 
occasionally  the  aperture  in  the  cyst  remains  widely  open,  as  is 
sometimes  finely  seen,  when  the  fluid  is  viscid ;  and  it  distends 
the  opening  in  the  cyst  when  it  is  exposed  to  view,  in  ovari- 
otomy or  in  a  post-mortem  examination. 

Ovarian  fluid  may  be  quickly  absorbed  from  the  peritoneal 
cavity,  and  sometimes  seems  to  be  discharged  from  the  system 
by  the  kidneys  or  by  the  cutaneous  surface.  It  is  doubtful 
whether  peritoneum  can  absorb  the  very  viscid  fluids  Cer- 
tainly m  some  cases  viscid  fluid  lies  in  the  abdomen  for  months 
or  years  apparently  accumulating  slowly  rather  than  disappear- 
ing by  absorption. 

The  practical  importance  of  rupture  of  an  ovarian  cystoma  is 
very  great.  Bleeding  into  a  cyst,  no  longer  restrained  by  the 
resistance  of  the  cyst-wall,  may  go  on  into  the  peritoneum  to 
prove  rapidly  fatal.  The  escape  of  irritating  fluids  from  a  cvst 
may  induce  diffuse  peritonitis,  or,  as  in  our  case,  extensive  peri- 
toneal abscess,    further,  sapra3mia  or  septicaemia,  or  both,  may 
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be  produced  by  intra-peritoneal  putrefaction,  as  is  also  exempli- 
fied in  the  case  before  us. 

Diagnosis  may  be  difficult  if  not  impossible,  especially  if  the 
history  of  the  case  be  not  fully  known.  With  a  full  history  the 
diagnosis  will  probably  be  easy,  for  then  the  fluid  lying  free  in 
the  abdomen,  will  not  be  likely  to  be  mistaken  for  ascitic  fluid, 
or  hydroperitoneum,  or  for  a  collection  of  fluid  in  a  case  of  chronic 
peritonitis,  as  otherwise  it  might  well  be. 

You  know  that,  in  all  operations,  you  are  advised  to  go  over 
the  diagnosis  once  more  just  before  you  begin.  In  none  is  the 
value  of  this  more  frequently  exemplified  than  in  ovariotomy 
and  ovarian  tapping.  I  have  been  on  the  point  of  tapping  a 
large  ovarian  cyst,  when  I  discovered  that  it  had  ruptured,  that 
there  was  no  distended  cyst,  but  an  abdomen  filled  with  the 
escaped  fluid  (which  was  subsequently  rapidly  absorbed).  I 
have  seen  a  case  in  which  ovariotomy  was  just  about  to  be  done, 
in  which  it  was  unexjDectedly  found  that  the  cyst  was  tympa- 
nitic, a  large  communication  (as  the  autopsy  too  soon  showed) 
having  formed  between  the  chief  cyst  and  the  great  intestine  at 
its  sigmoid  flexure. 

Ptupture  of  ovarian  cystoma  does  not  always  prevent  ovari- 
otomy. Sometimes,  indeed,  as  I  have  already  said,  it  demands 
immediate  interference.  Sometimes  it  only  leads  to  delay  of 
the  operation,  as  was  the  case  in  the  instance  of  intended  tap- 
ping which  I  have  just  noticed ;  and,  as  in  a  case  of  bursting  and 
evacuation  of  fluid  through  the  vagina,  which  I  have  also  men- 
tioned in  this  lecture.  Sometimes  this  bursting,  when  it  takes 
place  into  the  bowel,  prevents  ovariotomy  altogether;  at  least  I 
know  no  case  in  which  ovariotomy  has  been  successfully  done 
or  even  deliberately  attempted  when  a  communication  between 
bowel  and  cyst  existed.  This  complication  presents  difiiculties 
which  the  great  ingenuity  of  our  operators  has  not  yet  vanquished. 

Finally,  rupture  of  ovarian  cystoma  is  an  accident,  the 
risk  of  which  must  be  considered  in  deciding  the  very  im- 
portant question,— When  should  ovariotomy  be  done?  Pew 
of  you  may  ever  become  ovariotomists,  but  probably  all  of 
you  will  be  called  to  assist  in  the  decision  of  this  important 
(question,  and  you  must  not  neglect  this  element— When  ?— ui 
arrivinf'  at  a  conclusion.    Some  ovariotomists  prefer  operatmg 
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on  young,  robust,  women,  at  a  comparatively  early  period  of  the 
disease,  before  the  cyst  gets  very  large.  Other  ovariotoraists 
prefer  operating  on  women  when  the  cyst  is  comparatively 
old  and  large,  and  when  their  health,  if  not  positively 
injured,  is  at  least  in  a  degraded  condition,  when  they 
are  wasted  and  oppressed  with  the  disease.  The  ques- 
tion is  a  very  difficult  one;  to  be  decided  by  experience  and 
according  to  the  merits  of  each  individual  case.  It  is  a 
question  into  which  considerations  of  humanity  as  well  as 
of  surgery  enter  largely.  You  must  not  look  upoa  your 
patients  as  mere  cases.  The  mere  case  is  only  a  part,  an 
exclusively  surgical  part,  of  the  whole.  You  must  advise 
your  patient,  remembering,  if  not  strictly  obeying  in  every 
case,  the  grand  precept  to  do  to  others  as  you  would  be  done 
by.  Now  a  consideration  of  humanity  does,  I  know,  power- 
fully affect  ovariotomists.  They  are  unwilling  to  subject  a 
woman  who  may  live  happily  for  a  year  or  even  years  to  the 
risk  of  death  within  a  few  days  from  ovariotomy ;  while  in 
the  case  of  a  woman  exhausted  by  the  disease,  whose  life  is 
not  worth  many  days'  or  weeks'  purchase,  they  have  no  such 
scruple.  In  the  final  decision  of  this  important  question  of 
when  to  perform  ovariotomy,  the  danger  of  rupture  of 
ovarian  cystoma  must  have  a  weighty  part.  Had  we  had 
means  and  opportunity  of  foreseeing  the  accident  which  hap- 
pened to  our  immediate  patient,  we  should  not  have  hesitated 
to  recommend  early  interference  by  excision  of  the  tumour. 


LECTUEE  XLIII. 

RETROVEESION  OF  THE  GRAVID  UTERUS. 

Though  retroversion  of  the  gravid  uterus  is  far  from  being 
common,  we  have  in  "  Martha "  two  or  three  cases  of  it  every 
year,  and  quite  recently  there  have  been  three ;  and  it  is 
necessary  you  should  know  it  well,  for  in  all  such  cases  as 
come  into  the  hospital  the  disorder  is  grave  and  demands 
immediate  interference.  It  may,  indeed,  have  induced  disease 
of  the  bladder,  which  may  last  long  and  be  dangerous  to  life, 
while  the  original  disorder  has  been  easily  remedied  by  re- 
placement. Only  last  month  a  patient  in  "  Martha "  died  of 
sloughing  of  the  bladder,  the  consequence  of  treatment  being 
too  long  delayed.  Lately  we  had  another  bad  case  where,  after 
three  weeks  of  the  disease,  the  whole  mucous  membrane  of  the 
bladder  sloughed  and  came  away,  and  when  a  vesicourethrovaginal 
fistula  was  also  produced  by  sloughing  :  this  woman  survived. 

Eetroversion  of  the  gravid  uterus  is  a  well-known  condition 
occurring  in  the  third  or  fourth  month  of  pregnancy,  and 
accompanied  by  retention  of  urine — much  commoner  in  multi- 
parse  than  in  primiparte.  It  is  on  this  that  I  am  to  lecture, 
and  not  on  anything  else,  unless  with  a  view  to  illustrate  or 
explain  this ;  and,  following  my  predecessors,  I  use  the  word 
retroversion  for  all  cases  of  it.  In  most  cases  there  is  some 
flexion,  at  the  internal  os  uteri  or  lower,  but  I  am  not  to 
bother  you  with  this  refinement,  because,  so  far  as  we  at  present 
know,  there  is  nothing  important  consequent  on  changes  in  the 
point  of  chief  flexion,  whether  it  be  in  the  neck  of  the  womb 
or  in  the  upper  part  of  the  vagina.  Of  course  there  is  flexion 
somewhere,  and  it  is  here,  as  in  the  unimpregnated  organ, 
really  a  matter  of  indifference  whether  it  is  the  vagina  that  is 
flexed,  or  the  cervix  uteri,  or  the  junction  of  the  cervix  and 
body,  or  all  three  in  one  continued  curve. 
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It  is  common  to  include  in  retroversion  of  the  gravid  uterus 
rare  and  extraordinary  cases  where  there  are,  in  the  j)elvis,  and 
there  only,  conditions  somewhat  like  those  of  our  disease,  the 
excavation  well  filled,  as  you  see  in  this  diagram  of  Oldham's 
case,  the  cervix  high  behind  and  close  to  the  symphysis ;  the 
rest  of  the  uterus  being  naturally  developed  in  the  abdomen, 
and  pregnancy  advanced  far  beyond  the  fourth  month,  it  may 
be  even  to  the  full  term;  and  the  urine  not  retained.  But 
such  cases  have  altogether  a  different  pathology,  and  should 
not  be  classed  with  our  well-characterized  retroversion  with 
retention  of  urine.  In  these  cases  of  advanced  pregnancy  the 
uterus  is  not  really  retroverted,  but  has  a  peculiar  pouching  of 
the  posterior  wall,  the  pouched  part  protruding  downwards  into 
the  pelvic  excavation,  and  pressing  the  cervix  forwards  and 
upwards.  I  have  recorded  one  case  where  the  cause  was  old 
persistent  perimetric  adhesions  and  parametric  atrophic  indura- 
tion around  the  retroverted  organ,  which,  becoming  pregnant, 
did  not  assume  its  natural  position  and  relations  ;  but  its  lower 
posterior  part  swelled  and  grew  inside  the  pelvis,  while  the 
examination  of  the  abdomen,  generally,  revealed  only  natural 
conditions. 

Though  it  is  a  forced  interpolation,  I  may  take  this  oppor- 
tunity of  mentioning  that  in  advanced  pregnancv  we  have  two 
lands  of  anteversion.  Of  these,  one  is  the  common  pendulous 
belly,  the  uterus  falling  through  or  distending  extremely  the 
Imea  alba  and  distending  the  peritoneum  and  skin.  The  other 
IS  extremely  rare,  and  I  have  seen  only  one  case  of  it~in  a 
prnmpara.  In  this  case  the  uterus  was  anteflected,  and  could 
not  be  replaced  as  in  the  common  pendulous  belly;  it  was 
really  not  displaced  secondarily,  but  grew  into  tliis  peculiar 
shape  and  position. 

As  we  do  not  include  these  cases  of  advanced  pregnancy  so 
we  C  O  not  include  cases  of  early  pregnancy-that  is,  before  the 
third  month,-nor,  indeed,  cases  of  the  third  and  fourth  month 
ir  there  is  no  retention  of  urine. 

When  a  woman  with  a  displaced  uterus  becomes  pregnant  it 
may  assume  early  what  is  called  a  normal  position.     Or'  a 
woman,  becoming  pregnant  with  the  womb  in  a  normal  position 
may  soon  have  it  displaced.    Or,  she  may  become  pregnant 
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with  the  uterus  displaced,  the  organ  remaining  so  during  the 
early  months. 

There  may  be  no  symptoms  caused  by  retroversion  in  the 
first  three  months  of  pregnancy,  and  nothing  to  announce  the 
gradual  ascent  of  the  uterus  into  its  ordinary  position  in  the 
abdomen.  But  a  woman,  especially  if  she  is  sensitive,  may 
have,  as  a  consequence  of  retroversion  in  the  earliest  months, 
disagreeable  feelings  of  pressure,  of  bearing  down,  or  of  hsemor- 
rhoidal  or  vesical  irritation.  That  these  feelings  are  due  to  the 
displacement  is  shown  by  their  disappearance  when  the  organ 
is  replaced.  Sometimes  such  replacement  is  maintained  by  a 
Hodge  pessary ;  and  if  this  is  the  case,  and  if  at  the  same  time 
disagreeable  symptoms  are  removed,  the  pessary  should  be  worn 
till  the  advancement  of  pregnancy  renders  it  useless,  I  have 
seen  several  cases  where  the  pessary  was  inefficient.  Sometimes 
women  themselves  replace  the  organ,  simply  by  a  few  minutes 
of  the  knee-elbow  position  with  a  loose  or  bagged  state  of  the 
anterior  abdominal  wall ;  and  this  replacement  is  maintained 
till  the  woman  resumes  the  erect  position.  When  the  womb 
goes  up,  a  peculiar  feeling  announces  the  change  of  position  to 
the  patient,  and  so  also  when  it  comes  down.  In  cases  of  this 
kind  the  womb  gradually  resumes  its  right  position  as  pregnancy 
advances  ;  or,  it  ceases  to  come  down  on  the  assumption  of  the 
erect  position,  when  its  size  gets  large  when  compared  with  the 
brim  of  the  pelvis,  through  which  it  tends  to  prolapse.  The 
womb  is  sure  gradually  to  grow  up  without  causing  disturbance 
if  retention  of  urine  does  not  occur ;  and,  if  it  comes  down  retro- 
verted  on  assumption  of  the  erect  position,  it  will  cause  no  great 
disturbance  on  condition  that  retention  of  urine  does  not  occur. 

You  now  can  understand  how  great  is  the  importance  of 
retention  of  urine  in  the  third  and  fourth  months  of  pregnancy. 
Were  I  authorised  to  recast  medical  nomenclature,  I  would  not 
speak  to  you  of  retroversion  of  the  gravid  uterus,  but  of  retention 
of  urine,  in  the  third  and  fourth  months  of  pregnancy.  The 
displacement  of  the  womb  is  not  the  greatest  fact  in  this  matter, 
but  the  retention  of  urine.  It  is  the  overfilling  of  the  bladder 
which  causes  the  grave  symptoms,  increases  the  retroversion, 
and  leads  into  danger  to  life.  Eetention  occurring  during  re- 
troversion in  the  third  or  fourth  months  of  pregnancy  consti- 
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tutes  the  disease ;  and  the  overfilling  of  the  bladder  increases 
the  retroversion,  while  the  increasing  retroversion  renders  spon- 
taneous evacuation  of  the  bladder  more  and  more  difficult. 
Indeed,  though  I  cannot  state  an  observation  in  attestation,  I 
do  not  doubt  that  repletion  of  the  bladder  may  be  not  only  the 
cause  of  the  symptoms  and  danger,  but  also  the  cause  of  the 
retroversion.  Generally  it  is  the  other  way — the  displacement 
causes  the  retention. 

Eetroversion  of  the  gravid  uterus,  as  a  grave  disorder,  is 
produced  in  two  ways.  Either  retention  of  urine  occurs  in  the 
course  of  a  pregnancy  in  a  retroverted  uterus,  and  the  case  is  by 
this  occurrence  at  once  rendered  grave,  made  a  case  of  the  kind : 
or,  a  jump  or  fall  suddenly  forces  the  large  uterus  down  from 
the  abdomen  into  the  pelvis,  and  this  uterine  descent  with 
retroversion  causes  retention  :  and  again  you  have  at  once  a 
grave  case  of  the  kind. 

Great  curvature  of  the  sacrum,  with  projection  of  the  pro- 
montory, may  prevent  the  gradual  rising  of  a  retroverted  uterus, 
and  predispose  to  a  case  of  this  kind ;  or  the  same  shape  of 
sacrum  may  prevent  the  spontaneous  replacement  of  the  uterus 
when  suddenly  driven  into  the  pelvis  by  a  jump  or  fall,  or  such 
accident. 

Urine  being  retained,  the  case  is  constituted,  and  symptoms 
develope  themselves.  They  are  ill-defined— pains  about  the 
pelvis,  disturbance  of  deftecation  and  of  urination,  and  the  belly 
enlarges. 

The  patient  may  have  very  little  trouble  of  urination,  for  the 
bladder  may  become  extremely  distended  without  much  suffer- 
ing ;  but  generally  there  is  at  first  intense  unsatisfied  desire  to 
urinate,  which  soon  decreases  or  passes  off  as  the  bladder  gets 
greatly  distended.    Urination  may  be  quite  arrested  :  generally 
It  goes  on  more  or  less  copiously,  the  urine  passing  involuntarily 
or  bemg  squeezed  out  by  bearing  down  and  by  pressure  on  the 
abdomen.    The  bladder  gradually  becomes  enormously  laro-e 
and  I  am  sorry  I  cannot  name  the  extreme  limit  of  its  capacitv 
but  It  may  contain  many  pints— in  D.'s  case  there  were  nine 
pmts,  m  another  eleven  pints ;  it  rises  to  the  epigastrium 
generally  affecting  the  left  rather  than  the  right  side  of  the 
abdomen ;   it  foms  a  loose  rather  than  a  tense  sac  when 
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very  large,  and  the  \irine  fluctuates  freely.  Indeed,  I  have 
known  the  distended  bladder  taken  for  a  unilocular  ovarian 
cyst. 

The  urine,  I  have  said,  is  passed  more  or  less  copiously.  It 
is  limpid  and  of  low  specific  gravity  (loio),  and  is  secreted  in 
great  quantity,  often  up  to  200  ounces  in  a  day — polyuria. 
There  is  enough  to  supply  an  ordinary,  or  even  greater  than 
ordinary,  amount  passed  in  frequent  urinations,  and,  in  addition, 
what  overfills  the  bladder.  The  retention  is  not  complete.  This 
polyuria  persists  for  at  least  several  days  after  the  bladder  is 
regularly  emptied  artificially  or  spontaneously. 

In  this,  as  in  healthy  states  of  the  bladder,  evacuation  is  a 
result  not  of  contraction,  but  of  collapse  ;  the  bladder,  measured 
by  sound  from  orifice  of  urethra  to  its  fundus,  may  be  eight 
inches  before  evacuation,  and  it  is  eight  inches  after  it ;  and 
the  regainins;  of  natural  dimensions  of  five  or  six  inches  is 
generally  a  slow  process,  even  if  urination  is  spontaneous.  The 
urine  may  have  to  be  drawn  off  only  once  or  many  times — it 
may  be,  as  in  a  case  in  "  Martha,"  for  six  weeks. 

I  have  said  that  the  urine  is  limpid,  and  fortunately  it 
generally  is  so.  But,  when  cases  of  retroversion  are  not  j)roperly 
treated,  the  bladder  becomes  inflamed,  the  mucous  membrane 
destroyed  and  separated,  and  the  muscular  tissue  exposed ;  and 
this  evil  begins  at  various  times  in  the  progress  of  the  case. 
Sometimes  it  is  not  till  this  takes  place  that  the  woman  com- 
plains, and,  before  complaining,  as  in  one  of  our  recent  cases, 
there  may  have  been  combined  retention  and  dribbling  for 
many  weeks.  The  urine,  then,  is  not  limpid,  but  nearly  opaque, 
loaded  with  mucus,  pus,  and  generally  also  with  blood,  the  last 
tinting  it  not  pink  or  bright,  but  brown  and  dark.  This  state 
of  urine  is  always  alarming,  for  it  indicates  the  setting  up  of 
inflammation  and  ulceration  of  the  bladder.  Here  is  a  museum 
specimen  where  the  whole  mucous  membrane  of  the  bladder 
has  separated  and  come  away  as  a  nearly  complete  sac^  or 
bladder.  You  can  easily  understand  that,  in  such  inflammation, 
suffering  and  danger  are  both  very  great.  Yet  exceptions  to 
this  occur,  for  we  have  recently  had  a  case,  with  copious  bloody 
urine  loaded  with  pus  and  mucus  discharged  from  a  bladder 
measurino-  ei^ht  inches,  in  which  the  woman  required  for  a  long 
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time  the  use  of  the  catheter,  yet  she  had  no  pain,  and  her  pulse 
and  temperature  did  not  rise  above  normal. 

Perimetritis,  with  consequent  adhesions,  is  a  common  source 
of  difficulty  in  cases  which  have  been  neglected  or  mismanaged. 
Instances,  indeed,  are  recorded  where  still  more  terrible  results 
occurred — sloughing  of  the  vagina  and  posterior  uterine  wall, 
and  discharge  of  the  uterine  contents  in  this  way ;  sloughing 
of  the  anterior  wall  of  the  bladder  and  of  the  anterior  abdominal 
wall,  and  discharge  of  the  urine  in  this  way. 

Examining  per  vaginam,  in  a  case  of  retroversion,  you  find 
the  pelvic  excavation  more  or  less  completely  occupied  by  a 
globular,  hard,  tumour,  pressed  into  it  from  above.  It  can  also 
be  well  felt  per  rectum,  this  gut  being  expanded  on  it,  and  lying 
between,  it  and  the  sacrum.  The  finger,  introduced  per  vaginam, 
reaches  the  os  uteri  by  a  passage  which  is  narrow  antero- 
posteriorly ;  it  has  to  be  pressed  between  the  globular  mass 
occupying  the  pelvis  and  the  symphysis  pubis,  and  the  cervix 
uteri  is  near  the  upper  margin  of  the  posterior  surface  of  the 
symphysis.  Sometimes,  but  rarely,  it  cannot  be  reached. 
_  The  diagnosis  is  often  to  be  made  only  with  great  care ;  some- 
times it  is  very  difficult ;  and  it  consists  in  making  out  what 
this  globular  mass  is.  If  the  symptoms  of  pregnancy  are  well 
marked,  then  you  have  to  decide  between  retroversion  and 
extra-uterine  pregnancy.  If  the  symptoms  of  pregnancy  are 
not  distmctive,  then  you  may  have  a  retro-uterine  perimetric 
abscess,  or  a  retro-uterine  hematocele,  or  a  retroverted  fibroid. 
Other  tumours  are  excessively  rare. 

Occasionally,  feeling  the  tumour  to  be  rounded,  elastic  hard 
and  as  if  not  connected  with  the  pelvic  wall,  you  try  to  replace 
with  a  view  to  diagnosis. 

The  grand  source  of  error  in  diagnosis  is  ignorance  or 
forgetfulness  of  two  circumstances  :  that  a  woman  with  areat 
retention  and  bladder  enormously  distended,  may  have  no 
striking  bladder-trouble;  and  that  she  may  be  passing  urine  in 
what  appears  natural  quantity,  or  even  more  than  natural,  while 
retention  persists.  ' 

And  now  for  treatment.  In  principle  it  is  simple  and  in 
practice  It  is  generally  easy  and  successful.  The  urine  is  drawn 
off,  and  the  uterus  is  replaced.    Often  nothing  more  is  required  • 
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and  all  this  may  be  done  in  a  fe  w  minutes.  But  let  us  suppose 
we  have  a  case  of  some  duration,  and  in  which  there  is  some 
difficulty. 

The  woman  is  sent  to  bed ;  the  lower  bowel  is  evacuated ;  the 
bladder  is  emptied  by  catheter.  Then  the  patient  is  placed  in 
the  knee-elbow  position,  and  so  as  to  have  negative  abdominal 
pressure^  the  anterior  abdominal  wall  hanging  loose  or  bagged  ; 
and  this  a  woman  can  do  on  having  the  matter  explained.  In 
the  knee-elbow  position,  negative  abdominal  pressure  is  the 
natural  condition,  and  in  this  position  gravity  helps  the  fall  of 
the  uterus  from  the  pelvis  into  the  abdomen.  If  it  do  not  fall, 
pressure  is  applied  to  push  it  into  the  abdomen.  The  axis  of 
the  pelvic  brim  is  nearly  vertical,  and  the  direction  of  pushing 
is  nearly  in  this  axis,  and  it  is  effected  by  two  fingers  in  the 
vagina,  or  still  better,  in  the  rectum.  You  are  not  to  expect  the 
uterus  to  be  replaced  at  once;  and  you  are  not  to  use  great 
violence,  for  you  may  perforate  the  posterior  uterine  wall  by 
your  fingers.  You  push  strongly,  nearly  as  strongly  as  you  can, 
by  the  ends  of  your  fingers,  and  the  womb  gradually  leaves  the 
pelvis.  The  patient  is  made  to  lie  down ;  the  uterus  is  now  felt 
above  the  pubes,  and  a  vaginal  examination  discovers  the  pelvis 
empty  and  the  cervix  in  its  natural  situation.  Lest  the  womb 
should  come  down  again,  the  woman  should  lie  quietly  in  bed 
for  some  days.  Care  has  to  be  taken  that  the  bladder  is  regularly 
and  completely  evacuated,  spontaneously  or  artificially. 

In  cases  where  you  fail  to  replace  you  may  simply  wait, 
keeping  the  bladder  empty,  and  the  uterus  may  ascend  spon- 
taneously, as  in  one  of  our  recent  cases. 

If,  on  waiting,  the  case  becomes  worse,  symptoms  of  strangu- 
lation of  the  uterus  in  the  pelvis  coming  on,  you  proceed  to 
evacuate  the  uterus.  This  I  have  never  had  to  do.  It  is 
effected  in  the  same  way  as  abortion  is,  in  other  circumstances, 
induced,  but  with  difficulty,  in  consequence  of  the  position  of 
the  OS  uteri,  and  the  narrowness  and  length  of  the  passage  to  it. 
Sometimes  it  is  induced  by  withdrawing  the  liquor  amnii  through 
the  vagina  and  posterior  uterine  wall  by  trocar  and  canula. 

Abortion,  as  you  might  expect,  not  rarely  occurs  spontaneously 
in  all  cases  of  retroversion  of  the  gravid  uterus,  and  whether 
replacement  has  been  effected  or  not. 
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ON  MINOE  DISPLACEMENTS. 


No  subject  has  of  late  years  occupied  more  of  the  attention 
of  gynascologists  than  that  of  minor  displacements ;  and  I 
wish  to  give  you,  in  this  lecture,  some  general  views  regard- 
ing them,  since  in  your  future  practice  you  will  often  have 
to  consider  them;  and  some  guidance  is  needful,  for,  the 
matter  being  difficult,  of  course  opinions  vary  extremely. 

Occasionally  you  see  a  case  of  retroversion  or  of  retro- 
iiexion  of  the  gravid  uterus,  a  most  important  great  displace- 
ment, cured  by  replacement;  but  the  subject  of  this  lecture 
has  very  little  in  common  with  that  great  disease.  The 
minor  displacements,  now  to  be  considered,  are  frequent 
enough  in  "Martha,"  but  they  rarely  get  written  on  the 
register  as  the  name  of  the  patient's  disease,  for  you  know  I 
regard  them  as  important  conditions  of  other  diseases,  not  as 
in  themselves  diseases.  A  retroverted,  or  retroflected,  or 
anteverted,  or  anteflected,  or  a  laterally  displaced,  womb  is 
not  therefore  a  diseased  womb— does  not  cause  any  pain  or 
disorder  or  disability ;  nor  does  the  first  degree  of  descent. 

You  will  not  be  able  to  comprehend  the  difiiculties  of  this 
matter,  nor  to  appreciate  it  justly,  unless  you  include  in 
your  judgment  the  influence  of  enthusiasm  on  the  doctor 
and  of  enthusiasm  and  hysteria  on  the  patient ;  and  these 
are  subjects  on  which,  unfortunately,  I  cannot   enter.  The 
doctor  and  patient  are  so  delighted  witli  the  simplicity  and 
intelligibility  of  the  supposed  disease,  and  so  impressed  by 
them,  that  they  are  witli  difficulty  made  content  while  tlie 
displacement  continues,  even  although  pains  and  aches  and 
every  known  evil  are  gone.  And  treatment  has  no  rational  end 
for  m  spite  of  all  treatment,  the  displacement  does  continue  ' 
I  dismiss  without  discussion  those  extreme  views  which, 
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though  prevalent,  are  not  the  less,  untenable  and  highly  in- 
jurious. In  a  former  lecture,  on  indirect  symptoms,  I  gave 
you  some  idea  of  those  views,  enumerating  the  evils  attri- 
buted to  even  slight  displacement  of  the  womb — the  womb 
"  a  little  to  the  left,"  as  I  was  told  by  a  physician  lately,  in 
a  case  treated  by  years  on  the  sofa  and  pessaries.  Were 
such  doctrines  well  founded,  life  for  woman  would  not  be 
worth  having,  for  the  position  of  no  womb  satisfies  those 
who  entertain  them,  and  treatment  has,  as  its  ordinary  con- 
sequence, failure  and  disappointment,  and  sometimes  grave 
disaster. 

Although,  of  late  years,  this  subject  has  put  on  a  new 
phase,  that  of  treatment,  and  especially  by  ingenious  and 
peculiar  pessaries,  it  is  not  novel.  Long  before  the  present 
generation  of  doctors,  minor  displacements  were  well  known 
and  more  correctly  estimated  than  they  are  now..  A  high 
British  authority  of  an  early  part  of  this  century  points  out 
that  the  "  ante "  or  the  "  retro  "  are  of  little  import  compared 
with  the  descent ;  and  I  go  further  in  the  same  direction. 

A  womb  may  be  more  or  less  rigid,  and  will  keep  its 
shape  against  distorting  or  flexing  forces  if  its  rigidity  is 
sufficient ;  and,  in  that  case,  it  will  become  displaced  in  mass, 
with  shape  nearly  unchanged,  or,  in  the  words  of  the  science, 
be  verted,  not  flexed  or  distorted.  Congenital  distortions  or 
flexions  we  are  not  considering,  but  only  those  cases  where  the 
change  in  the  womb  is  believed  to  be  acquired,  and  in  these  a 
distorting  or  flexing  force  is  also  a  displacing  force.  An  acquired 
distortion  or  flexion  is  also  a  displacement,  and,  in  the  matter 
under  consideration,  the  displacement  includes  always  descent 
in  some  degree. 

Version  and  flexion  are  very  useful  terms,  and  you  find  me 
frequently  using  them,  and  thus  recommending  them  to  you ; 
bub  I  should  like  you  when  stiidying  a  case  to  keep  in  mind  that 
all  displacements  are  forms  of  descent,  and  that  it  is  not  only  a 
bit  of  the  womb,  or  the  womb  alone,  that  descends,  but  the  whole 
abdominal  contents  as  well,  or,  at  least,  the  contents  and  part  of 
the  soft  tissues  of  the  pelvis.  The  descent,  so  far  as  it  afl-ects 
the  womb  may  move  one  part  more  than  another,  and  then  you 
have  a  fleiion ;  or  it  may  move  the  whole,  and  then  you  have  a 
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version  or  descent.  A  pliable  womb  may  have  more  than  one 
flexion,  thus  showing,  on  section,  a  sinuous  line  of  cavity,  but 
generally  there  is  only  one.  The  bend  may  be  in  any  possible 
degree,  and  the  walls  are  so  thick  that  any  possible  degree  does 
not  interfere  materially  with  the  easy  permeability  of  the  uterine 
■canal  or  passage.  It  is  commen  to  teach  that  the  bend  or 
flexion  takes  place  always  at  the  level  of  the  internal  os ;  but 
this  is  an  error.  For,  while,  at  this  point,  anteflexion  and  retro- 
flexion are  frequent,  it  is  often  impossible  to  say  where  it  is,  the 
whole  womb  being  uniformly  or  nearly  uniformly  curved  ;  and 
it  is  not  rare  to  have  flexion  in  the  body,  that  is,  above  the 
internal  os,  or  in  the  cervix,  that  is,  below  the  internal  os.  Of 
these  facts  I  have  often  given  you  clinical  evidence. 

Circumstances,  difficult  to  appreciate  actually,  determine  in 
each  individual  case  the  direction  of  the  descent,  whether  it  be 
an  anteflexion  or  retroflexion,  an  anteversion  or  retroversion, 
or  a  descent  without  flexion  or  version.  Although  this  actual 
determination  is  not  to  be  made,  we  may  boldly  assert  that  it  is, 
in  the  main,  a  mechanical  affair  of  forces,  of  which  the  result  is 
what  we  diagnose. 

The  analogy  of  hernia  helps  more  to  comprehend  displace- 
ments than  any  other,  and  especially  to  grasp  the  causes  and 
effects ;  and  we  may  adapt  old-fashioned  language  to  the  present 
case,  and  describe  causes  as  exciting  and  predisposing.  The 
former  are  the  real  causes ;  the  latter  are  favouring  circum- 
stances which  are  in  no  sense  real  causes.    Increased  weight  of 
the  womb  may  be  an  exciting  cause,  so  may  a  well-adapted  fall 
or  jump,  or  such  sudden  downward  shock ;  but  greater  than 
these  is  prolonged  downward  pressure,  as  in  certain  kinds  of 
hard  work ;  and  in  all  cases  you  have  a  diminished  retentive 
abdominal  power,  or  a  positive  condition  of  intra-abdominal 
pressure.    With  a  natural  condition  of  the  retentive  power  (as 
in  ordinary  pregnancy)  there  will  be  no  danger  from  increased 
weight  of  the  womb ;  dislocation  produced  by  a  fall  or  shock 
will  be  repaired  immediately,  and  the  hardest  work  mav  be 
carried  on  without  injury.    With  an  indifferent  state  of  intra- 
abdominal pressure,  permanent  harm  may  result  from  these 
causes.  But,  without  any  other  cause,  a  positive  intra-abdominal 
pressure  is  sure  to  produce  hernia  somewhere  ;  and  in  women  it 
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will  probably  take  the  form  of  some  kind  or  degree  of  descent 
of  the  womb.  Predisposing  causes  include  everything  which 
tends  to  aggravate  or  increase  the  cause,  and  everything  which 
diminishes  the  resistance,  such  as  relaxation  of  tissues  or 
destruction  of  parts  subjacent  to  the  womb. 

It  is,  I  believe,  universally  admitted  that  versions,  flexions, 
and  descent,  are  not  necessarily  the  cause  of  any  discomfort  or 
disorder,  and  this  is  a  cardinal  fact  in  this  question.  Think 
of  it.  Thousands  of  blooming,  happy,  fertile,  women  have 
displacements.  To  treat  a  displacement,  simply  because  it 
exists,  is  a  grave  error,  and  yet  not  a  rare  one.  Such  simple 
uncomplicated  displacement  is  not  disease.  It  is  the  condi- 
tion of  equilibrium  of  that  woman's  pelvic  viscera,  and  therefore 
the  displacement  is  a  constituent  part  of  her  comfort  and 
health.  I  may  confirm  what  I  have  said  by  reminding  you  that 
a  woman  may  have  her  womb  not  only  displaced,  but  also 
monstrously  misshapen  or  distorted  by  a  fibroid  or  fibroids,  and 
yet  have  not  a  pain  or  an  ache  or  any  discoverable  disorder. 
In  fact,  it  would  be  hard  to  say  what  shape  and  what  position 
of  the  womb  are  unnatural,  not  to  say  morbid ;  certainly  its 
shape  and  position  have  a  very  wide  range  within  the  limits  of 
the  natural  or  not  abnormal. 

There  is  a  vast  number  of  cases  of  chronic  disordered  health 
in  women,  of  most  varied  kinds,  which  are  associated  with  dis- 
placement and  descent,  and  it  is  very  common  in  the  present 
day  to  regard  the  displacement  as  an  important,  or  as  the  chief, 
factor,  in  these  cases,  even  when  there  are  no  local  or  direct 
symptoms  whatever.  Now,  here  my  respect  for  my  professional 
brethren  forbids  my  speaking  dogmatically,  yet  I  do  not  hesitate 
to  recommend  you  not  to  adopt  this  view.  Very  long  experience 
of  my  own  practice  and  of  the  practice  of  others  leads  me  to 
regard  the  displacement  in  such  cases  as  trivial,  not  demanding 
treatment.  You  may  have  the  displacement  without  the  symp- 
toms, and  the  symptoms  without  the  displacement ;  and  till  we 
have  some  evidence,  better  than  we  have  now,  that  the  symp- 
toms depend  on  the  displacement,  I  advise  you  to  leave  the 
displacement  alone.  You  cannot  successfully  treat  it,  and,  if 
you  did,  your  patient  is  not  nearer  to  restored  health. 

Again,  there  is  a  large  number  of  cases  of  chronic  disordered 
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health,  of  most  varied  kinds,  associated  with  displacement  and 
descent,  and  with  local  or  direct  symptoms  of  uterine,  or  at 
least  of  pelvic,  disorder.  In  these  it  is  always  important, 
if  you  can,  to  remove  the  disorder,  whatever  it  may  be,  and  the 
symptoms  too. 

Lastly,  there  are  many  cases  where  the  local  symptoms 
and  the  local  disorder  are  alone  or  predominate. 

The  symptoms  of  displacement  and  descent  cannot  be 
definitely  described.  They  are  often  classed  as  the  general 
symptoms  of  uterine  ailment.  Sacrache,  lower  lumbar  ache, 
aching  in  the  hips,  or  in  the  groins,  or  in  the  thighs— all 
aggravated  by  walking,  and  still  more  by  standing.  To  these 
are  to  be  added  feelings  of  bearing-down,  bladder  trouble,  and 
rectal  trouble.  All  of  these,  and  more,  or  none  at  all,  may  be 
present.  There  is  no  relation  between  the  degree  of  displace- 
ment and  the  severity  of  the  symptoms.  They  are,  in  fact, 
associated  with  the  displacement,  and,  it  may  be,  aggravated  by 
it ;  but  I  do  not  think  they  are  ever  the  result  of  the  displace- 
ment, pure  and  simple. 

At  the  bedside,  however,  we  have  a  great  number  of  cases 
presenting  symptoms  of  uterine  ailment,  in  which  displacement 
has  an  important  place  or  share,  and  must  be  considered.  An 
experienced  practitioner  cannot  fail  to  see  the  advantages  of  a 
high  and  well-poised  womb,  the  disadvantages  of  the  descended 
and  displaced  organ.  And  a  great  practical  test  of  the  influence 
of  the  displacement  is  the  aggravation  by  walking,  and  still 
more  by  standing,  and  the  relief,  generally  almost  complete, 
obtained  by  lying  down.  This  last  is  of  itself  very  nearly 
diagnostic. 

If  a  woman  has  a  uterus  or  any  organ  or  tissue  in  her  pelvis 
tender  or  inflamed,  it  is  pressed  and  irritated  by  the  general  dis- 
placement and  descent ;  and  standing,  as  is  easily  understood, 
makes  the  matter  worse,  while  all  is  mitigated  by  horizontal 
repose.  I  have  heard  and  read  a  great  deal  of  anteversion  and 
anteflexion  being  specially  connected  with,  or  causing,  bladder 
trouble,  and  of  retroversion  and  retroflexion  being  specially 
connected  with  rectal  trouble,  but  I  regard  the  connection  or 
association  in  both  cases  as  quite  accidental — not  to  be  expected. 
It  is,  indeed,  in  a  rude  way,  natural  to  expect  this  result,  but 
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clinical  experience  has  not  demonstrated  it ;  nor  is  there  any 
satisfaction  or  rationality  in  the  common  explanation  founded 
on  pressure-forwards  in  the  one  case,  or  backwards  in  the 
other.  If  there  is  no  complication  by  adhesions  or  otherwise 
pressure  forwards  and  pressure  backwards  are,  in  every  case 
just  the  same— equal  and  contrary. 

Complications,  then,  are  generally  the  chief  matter  in  dis- 
placements, not  the  displacements  per  se  ;  and  the  complications 
are  generally  congestion  and  inflammation  of  the  womb  or  of 
parts  of  it,  or  of  neighbouring  organs. 

I  must  ;(iow  conclude  this  too  brief  lecture,  again  reminding 
you  that  it  is  only  some  general  notions  that  I  have  been  able  to 
give  you.  The  subject  has  many  mysteries  which  I  cannot 
explain.  To  guide  you  in  cases  of  this  kind  you  need  wisdom 
over  and  above,  but  not  without,  science  and  experience. 


LECTUEE  XLV.  : 


ON  PESSARIES  IN  MINOR  DISPLACEMENTS. 

My  lecture  to-day  is  on  the  use  of  pessaries  in  minor  displace- 
ments— general  views,  not  particular  statements.  On  tlie  treat- 
ment of  the  great  procidentia  I  shall  speak  another  day. 

My  feeling  of  difficulty  and  embarrassment  I  am  sure  ardent 
student-youth  cannot  appreciate.  They  do  not  see  and  feel  the 
mist  around  the  subject  as  they  will  do  when  they  come  into 
practice ;  and,  attempting  to  guide  you,  I  feel  that  I  do  not  myself 
know  the  straight  scientific  road  to  the  clean  and  sweet  drops  of 
truth  I  should  like  to  present  to  you.  Consequently  I  shall  deal 
much  in  negatives— Not  this  way  nor  that  is  the  right  one. 

Now,  in  the  present  great  abundance  of  contorted  bits  of 
wood,  and  metal,  and  vulcanite,  and  what  not,  called  pessaries,  my 
advice  to  you  is  Punch's  advice  to  a  young  man  contemplating 
marriage— Don't !  Think  twice  before  beginning  the  often  baneful 
practice  of  using  any  instrument,  teaching  a  woman  to  depend  on 
what,  if  not  positively  useful,  is  positively  injurious,  though 
perhaps  not  much  so.  Many  a  woman  has  suffered  from,  and 
many  a  woman  has  died  of,  a  pessary ;  but  most  pessaries,  as 
I  find  them  in  use,  are  nearly  innocuous  for  evil  or  for  good. 
They  are  always  harbourers  of  dirt,  and  they  always  keep  the  mind 
watchmg  the  part;  they  are  all  liable  to  decay,  and  require,  if 
long  used,  to  be  renewed.  They  all  are  undesirable  additions  to 
the  contents  of  the  pelvic  excavation,  and  if  they  are  efficient, 
must,  of  course,  cause  more  pressure  than  that  caused  by  the 
organ  or  organs  which  they  keep  in  altered  position,  though 
perhaps  on  different  parts. 

Pessaries  are  used  for  the  purpose  of  keeping  up  replacement 
ot  descended  or  otherwise  displaced  organs,  or  of  displacing  the 
organs  and  keeping  them  displaced,  or  of  fixing  or  nearly  fixin- 
them  against  the  results  of  succussion  or  shaking;  and  all  these 
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come  into  the  one  category  of  mechanical  objects.  But  you 
sometimes  see  what  are  called  galvanic  pessaries,  whose  object  is 
to  act  otherwise  than  mechanically,  giving  a  homoeopathic  dose 
of  galvanism.  These  galvanic  pessaries  are  used  in  amenorrhea 
and  in  virgins ;  and  to  all  this  kind  of  meddling  there  are  strong 
objections,  medical  and  moral.  Till  you  know  something  more 
precise  in  its  favour  than  the  vulgar  talk  of  "cures"  you^should 
have  nothing  to  do  with  it.  Look  upon  pessaries  as  a  surgeon 
looks  on  a  truss,  not  medicinal  otherwise  than  as  a  mechanical 
means  of  procuring  healing,  comfort,  and  safety  to  your  patient. 

Speaking  of  virgins,  I  may  say  that  there  is  very  rarely  occa- 
sion to  examine  such  for  displacement,  and  that,  when  examina- 
tion is  made,  it  can  generally  be  done  quite  satisfactorily  per 
rectum.  You  get  the  knowledge  of  the  condition  of  the  pelvic 
viscera  that  you  want,  and  that  is  all  you  should  require.  If 
you  find  only  a  minor  displacement  you  had  better  let  it  alone, 
not  even  trying  a  pessary.  It  is  only  in  very  rare  complicated 
cases  with  distinct  mechanical  indications  that  a  pessary  should 
be  tried  or  used.  I  do  not  remember  myself  using  one  on  any 
ground  whatever  in  a  virgin,  for  a  minor  displacement. 

Intra-uterine  or  stem  pessaries  are  the  only  instruments  you 
can  rely  on  for  straightening  the  uterus,  or  keeping  a  flexion 
undone.  They  do  this  as  a  male  bougie  straightens  the  urethra. 
Some  kinds  have  an  outside  or  pubic  part  by  which  the 
straightened  uterus  is  fixed ;  but  the  oldest  and  the  most  recent 
kind  respect  the  mobility  of  the  uterus.  They  have  been  three 
times  introduced  into  practice  within  this  century,  but  the 
practice  has  never  flourished.  Many  modifications  have  been 
.  ingeniously  devised  with  a  view  to  perfect  them,  but  in  vain.  I 
do  not  expect  they  will  ever  find  occupation  in  the  conditions 
now  under  discussion.  They  are  far  more  injurious  and 
dangerous  than  the  conditions  they  are  intended  to  modify. 
There  is  no  such  instrument  in  "  Martha." 

The  evils  of  intra-uterine  pessaries  have  led  to  great  ingenuity 
in  attempts  to  undo  flexions  and  keep  them  undone  by  vaginal, 
not  intra-uterine,  instruments.  This  attempt  is  often  successful 
in  retroflexion  which  does  not  occur  as  a  congenital  rigidly  fixed 
condition,  and  can  be  dealt  with  just  as  a  retroversion^  is 
managed.    But  the  curious  things  are  anteflexion  pessaries; 
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and  in  regard  to  their  giving  relief  I  meantime  express  no 
opinion;  but  I  do  say  that  if  they  give  relief  it  is  not  by 
undoing  the  flexion  and  keeping  it  undone,  keeping  the  womb 
straight.  I  have  seen  most  kinds  of  anteflexion  pessaries  as 
placed  by  their  inventors,  and  too  often  replaced  and  replaced, 
but  I  have  never  seen  one  materially  modify  the  flexion.  I 
have  myself  never  used  one,  and  have  no  intention  of  doing  so. 
There  is  another  bad  and  too  common  practice  which  I  must 
not  omit  to  mention  here,  that  is,  what  is  called  straightening 
or  putting  up  the  womb,  or  replacing  it,  time  after  time,  by  the 
probe  or  finger.  This  has  no  other  effect  than  to  irritate  the 
organ,  for  the  displacement  recurs  immediately  after  the  probe 
or  finger  is  removed,  as  the  practice  itself  shows. 

It  is  not  a  simple  matter  to  judge  of  the  part  taken  by  a 
pessary  in  relieving  or  removing  painful  symptoms.  A  kindly 
doctor  makes  an  amiable  patient,  anxious  to  please  him  and 
ready  to  express  a  sense  of  relief  which  may  not  be  real. 
Besides,  you  will  find  many  patients  alarmed  at  the  idea  of 
having  a  displacement ;  and,  believing  the  pessary  undoes  it  or 
cures  it,  wear  an  instrument  with  satisfaction  and  even  pleasure, 
although  it  gives  them  new  pains  or  increases  what  they  had 
before.  Such  patients  live  in  the  j)leasing  and  sustaining  de- 
lusion that  the  pessary  is  curing  them,  and  object  to  its  removal 
even  when  removal  gives  relief,  and  .although  told  that  the 
pessary,  when  in,  does  not  alter  the  condition  of  displacement. 
In  such  difaculties  how  are  you  to  be  guided  ?  The  difficulty 
is  almost  insuperable  if  your  patient  has  become  possessed  by 
erroneous  notions  of  the  importance  of  displacements ;  and  you 
must  take  care  to  prevent  the  adoption  of  such  notions. 

You  must  guide  your  patient's  mind  aright,  and  take  care  of 
the  displacement,  acting  on  two  principles— first,  not  to  allow 
harm  to  come  through  your  treatment ;  and  second,  that  practice 
overrules  all  theories  in  the  present  imperfect  state  of  our 
knowledge ;  that  is,  if  your  patient  gets  real  relief  from  any 
land  of  pessary  that  does  not  do  important  harm,  let  her  have 
that  relief. 

This  leads  me  to  enter  more  carefully  on  the  question— What 
do  you  expect  from  a  pessary  ? 

You  may  replace  a  descended  or  retrofiexed  or  retroverted 
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Uterus,  and  keep  it  replaced  by  a  pessary,  and  you  may  so  relieve 
or  remove  pains.  You  cannot  cure  a  displacement,  thougli 
sometimes  you  can  substitute  one  displacement  for  another,  that 
is,  for  example,  change  a  retroversion  into  an  anteversion.  No 
doubt  a  displacement  may  sometimes  be,  in  a  sense,  cured — as 
when  an  adhesive  perimetritis  ends  in  tying  a  uterus  up  to  the 
iigher  part^of  the  sacrum.  But  all  kinds  of  minor  displace- 
ments are  incurable  by  any  kind  of  instrumental  treatment. 
Remove  the  instrument,  and  the  displacement  is  just  as  it  was 
before,  or  there  is  a  new  alternative  one,  and  this,  however  long 
the  instrument  may  have  been  in  place. 

Displacements  sometimes  disappear,  or  are  cured  sponta- 
neously, or  by  aid  of  proper  treatment.  Thus,  a  woman  with 
chronic  inflammation  of  the  cervix,  and  probably  also  relaxation 
of  the  vagina,  gets  rid  of  these  conditions,  and  then  the  uterus 
ascends  from  its  descended  and  perhaps  flexed  position.  A 
woman  with  a  bulky  uterus,  perhaps  containing  a  small  fibroid, 
becomes  aged ;  the  uterus  becomes  lighter  and  lighter,  and  the 
upper  part  of  the  vagina  contracts,  and  the  descended  uterus 
ascends.  Any  change  in  the  constitution  of  the  abdomen  which 
increases  its  retentive  power  will  raise  the  uterus  higher, 
destroying  displacement ;  and  such  changes  in  the  abdomen  may 
result  from  enlargement  of  the  base  of  the  thorax,  or  from 
changes  in  the  quantity  and  disposition  of  fat. 
.  I  have  already  said  tliat  a  pessary  often  cures  by  its  effect  on 
the  mind.  A  patient  recently  said  to  me,  "You  have  quite 
cured  me.  I  can  walk  now,  but  not  without  that  pessary." 
And  she  was  not  altogether  pleased  when  I  told  her  she  had  no 
pessary— that  I  had  removed  it  months  previously  without  her 
being  aware  of  my  having  done  so.  I  had  omitted  to  tell  her. 
Had  she  known  she  had  no  pessary  she  would  have  found  pains 
arise  from  walking,  and  all  this  without  any  desire  to  be  untrue. 

A  pessary  often  gives  relief,  even  when  small,  and  having  no 
discoverable  function,  doing  nothing.  Of  the  occasional  occur- 
rence of  such  cases  I  do  not  doubt,  and  I  am  quite  unable  to 
explain  them.  It  is  of  such  cases  I  was  thinking  when  I  told 
you  that  practical  success  must  overrule  theory,  or  take  the 
place  of  a  failure  in  theory. 

It  is  quite  common  to  find  a  pessary  give  relief  in  what  may 
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be  called  a  flexion,  because  that  feature  of  the  case  is  most 
striking,  without  the  pessary  changing  the  flexion.  In  such 
cases  the  pessary  may  maintain  a  diminished  degree  of  descent, 
and  may  prevent  increase  of  descent  on  walking,  and  may  save 
a  tender  part  of  the  uterus  from  jiressure  on  sitting.  There  is 
no  difficulty  in  exj)laining  such  cases ;  but  to  comprehend  the 
action  of  the  pessary  you  should  think  of  the  case  as  one  of 
descent — not  of  flexion ;  and  this  is  true  of  almost  all — if  not 
all — cases  of  flexion. 

As  a  matter  of  fact,  I  find  the  majority  of  versions  and 
flexions,  as  observed  in  practice  and  treated  by  pessaries,  have 
their  whole  conditions  of  displacement  quite  unaltered  by  the 
pessary,  even  while  in. 

One  of  the  best  examples  of  relief  by  a  pessary  is  observed 
in  the  anteversion  (by  probe)  of  an  engorged  retroverted  and 
descended  uterus.  Here  a  well-fitted  Hodge  is  comforting  and 
curative,  maintaining  the  anteversion,  elevating  the  uterus  or 
preventing  descent  on  walking  or  standing,  and  preventing 
relapse  into  retroversion  or  retroflexion  by  keeping  the  posterior 
laquear  of  the  vagina  pressed  against  the  sacrum. 

Another  notable  example  of  relief  is  seen  in  descent  with 
tendency  to  cystocele,  when  the  irritation  of  the  cystocele  push- 
ing at  the  orifice  of  the  vagina  is  most  annoying.  In  such,  a 
suitable  sized  Hodge,  or  india-rubber  ring,  often  by  its  anterior 
limb,  just  catches  the  cystocele  and  obviates  the  tendency  to 
protrusion  through  the  os  vaginte. 

For  each  case  your  pessary  must  be  specially  adapted— a  ring, 
a  boat-shaped,  or  a  double-curved— and  it  must  fit  the  patient 
in  size  and  contour.  Nothing  can  instruct  you  in  this  but 
bedside  experience.  Occasionally  you  have  to  try  more 
pessaries  than  one  to  find  the  most  suitable.  Sometimes  a 
woman,  whose  case  you  expected  to  relieve  by  a  pessary,  can 
bear  none  of  whatever  kind. 

A  pessary,  if  it  is  to  be  useful,  will  give  relief  at  once,  and 
will  need  very  little  attention  from  you.  If  you  are  frequently 
fittmg  and  re-adapting,  you  are  almost  surely  doing  more  harm 
than  good.  A  well-fitted  pessary  may  be  worn  for  months 
without  being  attended  to.  You  must  take  care  that  the 
pessary  does  not  cause  ulceration  and  cut  the  vagina  and 
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you  must  have  a  new  one  iDlaced  when  the  former  one  gets 
decayed. 

You  will  find  it  hard  to  get  any  good  from  a  pessary  unless 
you  have  a  fair  amount  of  perineum  to  support  it.  A  pessary 
will  be  inefficient  if  the  vagina  is  not  long  enough  and  capacious 
enough  to  allow  of  its  action  without  strong  pressure  on  any 
special  limited  part  of  the  vaginal  wall. 

In  flexion  or  version,  without  descent  of  the  whole  organ,  you 
can  do  no  good  to  the  version  or  flexion  by  a  pessary  :  you  have 
no  basis  or  fulcrum  to  work  from. 


LECTUEE  XLVI. 


ON  PEOCIDENTIA  UTERI. 


The  subject  of  this  lecture  is  one  of  the  most  important  among 
the  diseases  of  women — Procidentia  of  the  Uterus.  It  is  of  the 
simplest  kind,  almost  purely  mechanical,  quite  as  much  so  as  a 
dislocation  of  the  shoulder,  or  a  hernia.  There  is  a  variety  of 
other  views  held,  which  may  be  called  vital,  connecting  it  with 
some  diseased  condition  as  a  caftse,  but  I  am  satisfied  that  it  is 
mainly  mechanical.  In  the  descent  of  the  uterus  there  is  a 
variety  of  degrees.  The  first  is  generally  called  descent ;  ifc  is 
-the  slightest  degree.  The  second  is  prolapsus,  in  which  the 
neck  of  the  womb  is  near  the  orifice  of  the  vagina.  The 
•example  before  us  is,  however,  one  of  the  most  important  degree, 
procidentia,  a  falHng  forth  from  the  body. 

When  the  patient  came  to  us  the  womb  was  not  procident, 
it  was  merely  in  a  condition  of  prolapse,  lying  on  the  perineum, 
not  outside  the  woman's  body.  But  if  she  walked  about  or 
made  any  effort,  it  came  outside ;  therefore  it  is  classed  amoncr 
the  cases  of  procidentia  of  the  womb. 

Now,  what  makes  a  woman's  womb  fall  out  of  her  body? 
To  investigate  this,  we  must  inquire  what  keeps  it  in  its  place. 
•The  most  important  cause  is  the  pressure  relations  of  the 
^abdomen.  The  womb  floats.  Suppose,  in  the  corpse  of  a 
healthy  female,  you  open  the  abdomen,  the  womb  is  then  always 
found  in  a  state  of  descent,  because  the  destruction  of  the 
entirety  of  the  abdomen  robs  it  of  its  support.  Before  the 
abdomen  was  opened  the  uterus  was  in  its  normal  position  the 
fundus  about  on  a  level  with  the  brim  of  the  pelvis. 
_  If  I  were  to  ask  a  first  year's  student  what  keeps  the  womb 
m  position,  he  would  at  once  answer— the  ligaments.  The 
idea  IS  however,  quite  an  erroneous  one;  the  term  ligaments 
<as  apphed  to  the  utero-sacral,  the  utero-vesical,  the  round  and 
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the  broad  ligaments,  is  a  most  unfortunate  one.  They  are  not 
ligaments  at  all.  If  they  were  they  would  prevent  the  womb 
from  moving,  whereas  their  function  is  to  give  it  unlimited 
motion.  They  stretch  and  give  to  any  extent,  if  a  due  amount 
of  time  is  allowed. 

The  next  force  which  is  said  to  keep  the  uterus  in  place  is 
the  perineum,  and  the  state  of  this  is  a  very  important  matter 
in  the  case  of  procidentia.  In  a  healthy  woman  the  labia  are 
separated  only  by  a  line,  and  between  their  junction  posteriorly 
and  the  anus  is  a  considerable  space,  the  perineum  proper.  In 
procidentia  it  is  quite  different;  instead  of  the  labia  majora  meet- 
ing one  another,  there  is  a  great  gaping  orifice,  into  which  you 
might  put  your  fist :  through  this  the  womb  is  easily  protruded. 

It  is  generally,  and  erroneously,  stated,  that  rupture  of  the 
perineum  during  childbirth  is  a  great  cause  of  procidentia. 
There  is  a  wide  difference  between  causing  and  facilitating  an 
event.  If  you  were  to  take  a  healthy  woman  and  put  a  knife 
in  at  her  anus,  and,  cutting  on,  bring  it  out  at  the  fourchette, 
the  womb  would  not  alter  its  position.  How  do  we  know  this  ? 
Because  nature  has  demonstrated  it  by  experiment.  I  have 
seen  many  cases  where  even  the  recto-vaginal  septum  was  torn 
through,  and  there  has  not  in  any  of  them  occurred  a  prolapsus 
of  the  womb.  Therefore,  rupture  of  the  perineum  has  nothing 
whatever  to  do  with  causing  procidentia.  But  it  has  to  do 
with  facilitating  it.  The  birth  of  a  child  over  the  perineum 
may  be  compared  to  the  birth  of  the  womb  over  the  perineum. 
In  childbirth,  the  first  thing  that  occasions  waiting  is  the 
opening  of  the  mouth  of  the  womb  ;  the  next  is  the  distension  of 
the  rigid  perineum.  Take,  however,  a  woman  who  is  not  only  a 
multipara,  but  whose  perineum  has  been  lacerated  ;  in  such,  as 
soon  as  the  head  of  the  child  gets  through  the  os  uteri,  there  is 
nothing  to  stop  it.  So  it  is  with  the  womb  when  it  reaches  a 
state  of  prolapsus ;  the  perineum  having  been  torn,  there  is 
nothing  to  stop  it,  it  is  outside  at  once. 

Procidentia  is  therefore  more  likely  to  occur  in  a  woman  who 
has  borne  children  than  in  a  nulliparous  woman;  but  even  a 
virgin  may  suffer  from  it,  and  I  have  seen  it  before  menstrua- 
tion had  commenced.  Of  the  peculiarities  of  this  procidentia  in 
early  life  I  have  no  time  to  speak  to-day. 
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In  the  case  before  us  we  had  to  consider  the  state  of  the 
perineum.    It  did  not  show  much  laceration.    But  on  examin- 
ing the  parts  I  had  occasion  to  comment  upon  a  statement 
of  the  woman.    She  asserted  herself  to  be  a  virgin,  and  yet  I 
am  satisfied  that  she  has  had  at  least  one  large  child.    1  had 
no  discussion  with  her,  for  whatever  she  might  say  would  not 
alter  my  opinion,    And  these  are  the  reasons  for  my  decision  : 
First,  I  found  in  her  abdomen,  above  Poupart's  ligament,  on 
either  side,  riband-like  cracks  in  the  skin.    These  are  seldom 
produced  in  that  part  by  anything  but  pregnancy,  and  must  not 
be  confused  with  the  silvery  Hues  often  seen,  and  which  own 
the  same  cause.    This  was  sufficient  to  arouse  suspicion.  But 
there  was  another  and  more  important  sign.    In  a  virgin,  the 
orifice  of  the  vagina  should  be  partially  closed  by  the  hymen. 
When  a  woman  has  sexual  intercourse  the  hymen  is  not 
destroyed ;  it  is  only  lacerated  in  one  or  more  places ;  and  even 
in  a  woman  who  has  had  an  abortion,  the  segments  of  the 
hymen  are  still  manifest.    But,  after  a  child  at  full  term,  the 
hymen  is  very  much  injured;  a  few  bits  may  remain,  but 
rarely  more.  In  this  woman  there  was  no  hymen  at  all,  and  we 
may  fau-ly  infer  that  she  has  given  birth  to  a  child  of  consider- 
able size. 

So  much  for  the  causation  of  procidentia  :  a  few  words  now 
as  to  the  anatomy.  I  shall  only,  to-day,  give  it  so  far  as  it  is 
illustrated  in  the  case  before  us. 

And  the  first  point  to  notice  is  this— that  the  disease  is  called 
procidentia  of  the  womb,  and  if  you  allow  the  name  to  guide 
you  as  to  its  anatomy,  you  will  form  a  most  erroneous  idea  of 
the  disease.  In  such  a  case  as  that  we  are  discussing,  there 
is  procidentia  of  the  womb,  vagina,  bladder,  part  of  the  rectum 
of  the  ovaries,  of  the  bowels,  of  the  Hver  ;  and  probably  every- 
thing falls  down— indeed,  as  the  case  of  this  woman  illustrates 
the  womb  IS  generally  the  organ  that  notably  refuses  to  go 
down,  and  the  disease  might  be  called  procidentia  of  any  oro-an 
as  truly  as  of  the  womb,  or  indeed  more  truly.  '  ^ 

The  common  idea  is  that  the  whole  womb  protrudes  beyond 
the  vulva.  This  is,  however,  not  often  the  case ;  generally  there 
IS  tensile  elongation  of  the  neck  of  womb,  the  fundus  remainin 
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within  the  pelvis.  The  uterine  probe  passes  in  five  inches 
instead  of  two  and  a  half,  as  in  the  case  we  have  under  con- 
sideration. The  organ,  therefore,  that  chiefly  refuses  to  descend 
is  the  womb,  and  yet  it  gives  the  name  to  the  disease.  It  is  of 
great  importance  for  you  to  know  the  ordinary  anatomy  of  this 
disease.  Almost  invariably  the  bladder  comes  down.  It  is  so 
closely  connected  to  the  uterus  that,  as  the  neck  descends,  it 
pulls  the  bladder  down  with  it.  The  bladder  will  be  found  in 
front  of  the  anterior  cervical  lip — not  invariably  so,  but  I  have 
never  seen  a  case  without  it.  The  vagina  is  inverted.  As 
regards  the  rectum,  it  is  seldom  found  down  ;  sometimes  a  little 
pouch  is  fornied  in  it  anteriorly,  which  is  of  extreme  importance 
in  connection  with  difficulty  of  defeecation.  In  this  woman 
there  was  no  pouching  of  the  rectum. 

The  prolapsed  parts  often  return  on  lying  down,  and  are  thus 
saved  much  of  the  evils  of  continued  exposure.  These  evils  are 
ulceration  of  the  vaginal  mucous  membrane,  one  or  more  ;  and 
I  have,  in  one  case,  seen  them  covered  by  a  white  leathery 
diphtheritic  membrane.  They  are  ascribed  to  friction  or  urinary 
irrigation,  but  they  own  no  such  cause :  a  very  cursory  examina- 
tion of  them  forbids  such  an  explanation.  Sometimes  they  are 
deep  and  even  perforating  the  bladder.  Long  and  constant 
exposure  to  the  air  at  last  hardens  the  vaginal  mucous 
membrane,  and  it  acquires  a  pale  ivory  or  horn-like  surface, 
rather  than  skin-like. 

The  neck  of  the  womb  is  generally  much  hypertrophied,  its 
lips  everted  by  the  traction  of  the  vagina  on  them ;  and  they 
are  generally  abraded  or  superficially  ulcerated.  In  a  very 
young,  or  in  a  very  old,  woman,  you  may  see  no  cervix  uteri, 
but  only  a  little  hole,  the  external  os  leading  into  the  uterine 
cavity :  and  I  have  seen  this  condition  arrived  at,  as  senescence 
progressed,  in  a  woman  who  had  persistent  procidentia  and 
whose  cervix  was  previously  large  and  ulcerated. 

The  body  of  the  womb,  as  already  said,  is  generally  stretched 
to  about  five  inches  in  length,  from  os  externum  to  inside  of 
fundus  ;  this  stretching  affecting  the  cervix  chiefly,  wliich  can 
be  felt  as  a  hard  finger-like  cord  passing  from  os  externum  into 
the  pelvis.  Sometimes  the  uterus  descends  frankly,  unchanged, 
unstretched.    Sometimes  the  stretching  gradually  pulls  down 
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the  whole  uterus ;  and  thus  a  case  with  elongated  uterus  may 
come  to  have  the  uterus  descended  frankly,  unchanged. 

To  the  patient  the  symptoms  are  most  important,  and  they 
form  a  matter  to  be  very  carefully  considered  in  connection 
with  doctrines  now  entertained  regarding  displacements  of  the 
womb.  I  have  no  intention  here  of  expressing  any  opinion 
regarding  uterine  displacement  doctrines  generally,  except  that 
procidentia  has  a  most  important  bearing  on  these  doctrines, 
which  say  that  the  slightest  change  of  position,  a  little  curve, 
gives  rise  to  the  gravest  symptoms.  Now  procidentia  is  a  dis- 
placement of  the  most  extreme  kind  ;  and  what  symptoms  does 
it  produce  ?  Frequently  none  at  all !  The  uterus  of  the  woman 
of  whom  I  am  speaking  was  not  only  procident,  but  it  was 
acutely  retroflected.  Here  was  a  displacement  of  the  most 
aggravated  kind,  and  yet  the  patient  complained  hardly  at  all 
of  pain ;  her  trouble  was  that  the  womb  fell  outside  when  she 
walked ;  it  was  the  mechanical  inconvenience  which  disgusted 
her.  One  has  only  to  look  at  the  woman  to  see  that  she  is  in 
blooming  health.  Most  women,  however,  do  suffer  greatly  from 
dragging  pains  in  the  groins,  hips,  and  thighs,  and  from  diffi- 
culties in  urinating  and  defascating. 

If  the  disease  be  mechanical,  so  must  the  treatment  be 
mechanical.  You  would  not  treat  a  dislocation  of  the  shoulder 
by  administering  medicines. 

The  case  before  us  was  not  one  of  an  aggravated  kind.  When 
the  woman  was  lying  down  the  disease  was  cured.  The  pressure 
relations  of  the  abdomen  became  at  once  changed.  If  we  knew 
—some  day  we  may— some  method  of  influencing  these  pressure 
relations  of  the  abdomen,  we  might  cure  this  disease  by  such 
means.  If  fat  occur  in  the  anterior  wall  of  the  abdomen  and 
not  in  the  omentum,  the  womb  is  generally  found  high  up. 
We  do  not  know  yet  how  to  produce  fat  in  this  situation,  so 
we  must  resort  to  simpler  methods. 

One  of  these  is  a  pessary.  Certain  shapes  take  fixed  points 
on  the  walls  of  the  vagina  and  pelvis,  and  by  their  aid  form  a 
shelf  on  which  the  womb  rests,  and  cannot  get  beyond.  Amona 
such  IS  the  disc  and  stem  pessary,  and  the  Zwanck  instrument" 

Another  method,  and  one  especially  applicable  to  women 
unmarried,  or.  after  the  child-bearing  period,  is  to  nearly  close 
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the  orifice  through  which  the  womb  comes  out,  not  strictly  to 
restore  the  perineum,  for  it  may  be  anatomically  entire,  but 
what  is  termed  episioraphy.  When  the  operation  is  finished, 
the  mouth  of  the  vagina  is  contracted,  and  there  is  no  great 
gaping  orifice.  So  long  as  it  keeps  like  this,  the  womb  cannot 
come  out.    And  this  operation  cures  a  great  many  cases. 

I  may  mention  the  case  of  a  nurse  in  the  Eoyal  Infirmary 
of  Edinburgh.  I  need  hardly  say  that  few  occupations  could 
be  worse  for  procidentia  than  that  of  a  hospital  nurse.  The 
operation  of  episioraphy  was  performed  upon  her,  she  was 
cured,  and  she  retained  her  situation  for  some  years.  She  then 
married  a  second  time,  and  had  two  children.  The  child- 
bearing  destroyed  all  the  renewed  perineum ;  the  womb  came 
down  again.  She  once  more  became  a  widow ;  I  operated 
again,  and  she  is  at  the  present  time  a  nurse  in  the  Eoyal 
Infirmary,  and  has  been  so  for  many  years  without  any  pro- 
cidentia whatever. 

A  third  method  is  the  T  bandage  with  perineal  pad,  which 
is  very  valuable  in  a  case  of  this  kind  as  an  adjuvant.  Suppose 
that  the  door  behind  me  is  open,  and  I  stand  in  the  doorway. 
I  cannot  prevent  you  from  crowding  out ;  you  will  push  by 
me  on  one  side  or  the  other.  So  it  is  with  the  gaping  orifice 
of  the  vagina,  the  T  bandage  will  not  prevent  the  womb  from 
forcing  its  way  out  on  one  or  other  side  of  it.  Episioraphy  is 
equivalent  to  shutting  the  door.  Then  the  T  bandage  acts  like 
the  hand  placed  against  the  other  side  of  the  door,  it  exerts  a 
force  which  counteracts  the  pressure  from  within,  and  forbids: 
passage  to  anything.  The  air-pad  of  the  vertical  Hmb  of  the 
bandage  presses  the  perineum  against  the  lower  border  of  the 
symphysis,  and  obstructs  the  passage  of  the  falling  parts. to  the 
vaginal  orifice.  Eor  some  days  the  pad  causes  pain  and  irrita- 
tion ;  and  few  women  have  courage  and  perseverance  to  use  the 
T  bandage,  so  as  to  be  effective.  In  most  cases  it  is  merely 
comforting  mentally,  doing  no  mechanical  good,  but  giving  a 
feeling  of  security. 

Difficulty  in  curing,  or  keeping  replaced,  varies  with  varia- 
tions of  one  condition,  namely,  the  amount  of  downward 
pressure  of  the  displaced  parts  that  has  to  be  overcome.  If  it 
is  small,  cure  will  be  easy  :  if  it  is  very  great,  nothing  worthy 
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of  the  name  of  cure  is  attainable,  as  is  abundantly  attested 
by  the  variety  of  operations  recommended  and  the  constant 
additions  made  to  their  number. 

The  lower  part  of  the  vagina  may  be  procident,  as  the  rectum 
often  is,  without  bringing  other  viscera  out  with  it.  It  is  not  a 
common  accident,  and  it  is  difficult  to  deal  with.  Pessaries  are 
used,  or  extirpation  of  the  procident  parts,  as  in  prolapsus  recti. 

A  very  frequent  procidence  of  the  vagina  is  generally  called 
vaginal  rectocele,  the  posterior  part  only  coming  down,  there 
being  none  of  the  rectum,  not  even  a  pouch,  in  it.  This  should 
not  be  called  rectocele,  but  procidence  of  the  posterior  vaginal 
wall.  I  have  never  seen  the  anterior  vaginal  wall  procident 
alone,  as  is  frequent  in  the  posterior  wall ;  and  this  is  explained 
by  the  comparative  looseness,  or  lesser  intimacy,  of  connection 
between  the  rectum  and  vagina  than  between  bladder  or  urethra 
and  vagina.  In  a  true  vaginal  rectocele  there  is  a  pouch  of 
bowel,  and  the  great  special  evil  of  it  is  met  with  when  there  is 
constipation.  Then  the  faecal  mass  is  propelled  into  it,  not 
through  the  sphincter ;  and  the  rectocele,  filled  with  faeces,  pro- 
trudes through  the  vaginal  orifice.  It  has  to  be  pushed  back 
by  the  patient's  hand  during  deftecation,  or  the  fasces  must  be 
extracted  by  the  finger  :  or  laxatives  and  enemata  are  resorted 
to  in  order  to  make  the  stools  nearly  fluid. 

Yaginal  cystocele,  in  all  degrees,  is  the  commonest  pro- 
cidentia. It  is  generally  the  first  step  towards  complete 
procidentia  uteri.  So  far  as  my  experience  has  gone — in  this 
a  vast  experience— the  bladder  invariably  descends  with  the 
vagina  :  but  I  know  of  cases  where  the  vagina  has  descended 
alone.  If  you  have  replaced  a  procidentia  uteri,  and  tell  the 
patient  to  bear  down,  the  procidentia  is  quickly  reproduced, 
and  first  comes  a  vaginal  cystocele ;  and  the  same  course  was 
followed  in  the  slow  original  production  of  the  disease.  Vaginal 
cystocele  causes  little  bladder  trouble  in  most  cases ;  but,  in 
some,  the  urine  retained  in  the  pouch  is  decomposed  and  irritates 
the  bladder.  A  vaginal  cystocele  or  rectocele  is  treated  much 
as  a  procidentia  uteri  is  treated. 

Besides  all  these  prolapses  other  wonderful  fallings  occur,  as 
inversion  of  the  bladder  through  the  urethra. 


LECTUEE  XLVII. 

ON  CHKONIC  INVEESION  OP  THE  UTERUS. 

Inversion  of  the  uterus  is  possible  at  any  time,  but  is  justly 
regarded  as  generally  an  accident  of  delivery  at  or  near  tlie  full 
term.  It  is  one  of  the  most  interesting  and  grave  in  the  whole 
of  midwifery  practice,  its  importance  being  not  of  the  greatest, 
only  on  account  of  its  rarity.  Its  production  and  treatment,  and 
many  other  matters  concerning  it,  do  not  come  into  lectures  on 
the  diseases  of  women.  But  whether  produced  in  the  last  stage 
of  delivery,  or  in  the  unimpregnated  female,  it  becomes  a  chronic 
disease  if  the  woman  survives ;  and  then  it  is  truly  one  of  the 
diseases  of  women,  and  we  occasionally  have  a  case  in 
"  Martha." 

One  point  in  its  production  should  be  considered  here,  namely, 
its  occurrence  without  marked  symptoms,  or  rather,  without  any 
special  pain  or  constitutional  disturbance.  This  is  not  usual ; 
for  generally  it  occurs  in  the  third  stage  of  labour  or  im- 
mediately after  it,  and  then  there  is  heemorrhage  and  prostration, 
or  collapse,  great  beyond  all  proportion  to  the  amount  of  blood 
lost.  The  first  case  of  recent  inversion  which  I  saw  was  one  to 
which  I  was  called  some  distance  in  the  country  ;  and,  although 
I  went  at  once,  the  patient  was  dead  before  my  arrival,  and  had 
not  had  much  loss  of  blood.  The  next  case  I  saw  was  a  case  of 
chronic  inversion,  which  we  succeeded  in  replacing  with  great 
difficulty ;  it  illustrates  the  point  to  which  I  now  direct  your 
attention.  The  patient  was  a  doctor's  wife,  and  she  had  the 
usual  care  and  attention  at  her  confinement,  and  all  was  sup- 
posed to  go  well.  That  inversion  had  taken  place  was  not 
discovered  till  her  child  was  a  year  old,  and  then  accidentally, 
while  inquiries  were  being  made  into  her  case,  which  was  one 
of  weakness,  sacrache,  and  whites.  Another  case  has  come 
under  my  care,  where  the  woman  was  supposed  by  her  husband 
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and  friends  to  do  very  well  in  her  confinement,  while  the  doctor 
knew  that  the  womb  had  become  inverted.  She  made  a  good 
recovery,  suckled  her  child,  and  long  delayed  applying  to  me  to 
have  her  womb  replaced.  It  was  replaced,  and  she  sub- 
sequently bore  children.  You  are,  therefore,  not  to  suppose 
that  this  grand  disease,  associated  in  your  minds  with  great 
sufferings  and  consequences,  has  always  grand  symptoms  at  its 
beginning  leading  you  to  suspect  its  presence ;  it  may  occur 
without  any,  or  with  few  and  trifling,  symptoms,  and  little  dis- 
turbance of  health,  at  first  or  afterwards. 

The  symptoms  of  chronic  inversion  are  sacrache,  leucorrhoeal, 
or  other,  discharges,  and  loss  of  blood  ;  and  these  may  vary  in 
persistence  and  in  amount.  In  a  case  not  long  ago  in  "  Martha  " 
the  woman  was  very  anaemic  from  great  haemorrhages,  and  in 
her  the  chronic  inversion  was  peculiar,  having  been  caused  by 
a  fibroid  attached  to  the  fundus,  which  had  to  be  removed 
before  the  uterus  was  replaced.  It  is  well  worth  your  while  to 
ponder  the  symptoms  of  chronic  inversion,  and  the  consequences 
of  it,  when  you  study  the  subject  of  the  so-caUed  minor  dis- 
placements. Here  you  have  a  most  exaggerated  form  of  dis- 
placement ;  but  you  have  with  it  no  such  tremendous 
consequences  as  are  attributed  to  the  comparatively  paltry 
versions  and  flexions.  At  the  time  of  its  production  it  is  often 
truly  an  awful  disease ;  but  when  it  becomes  chronic  it  loses 
this  character,  while  it  retains  its  own  great  though  limited 
importance. 

Another  matter  of  great  interest  in  the  pathology  of  the 
uterus  is  the  completeness  of  the  involution,  notwithstanding 
the  inversion.  In  all  the  cases  of  chronic  inversion  which  I 
have  seen,  the  uterus  was  reduced  to  its  natural  size,  and  I  have 
noticed  it  even  remarkably  small — not  undersized,  but  small. 
It  is  a  mobile,  smooth,  velvety-surfaced,  rounded,  pear-shaped 
mass,  lying  in  the  upper  vagina,  the  small  end  of  the  pear  being 
encu'cled  by  the  cervix  uteri.  It  is  not  tender,  and,  though 
sensitive,  can  be  freely  touched  without  the  patient  greatly 
complaining.  The  openings  of  the  tubes  have  been  seen  on  it, 
and  they  have  been  catheterized ;  but  I  have  not  been  able  to 
make  them  out  in  the  cases  that  I  have  observed.  All  I  have 
seen  is  a  uniform  bright  and  smooth  surface,  not  necessarily 
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bleeding  when  touched,  but  easily  made  to  yield  bloody 
oozing. 

_  I  have  said  that  the  inverted  uterus  hangs  through  the  cervix, 
it  the  uterus  is  low  down,  or  is  pulled  upon,  then  the  cervix 
becomes  inverted  completely,  even  to  the  external  os,  and  this 
leads  me  to  an  important  matter  which  has  practical  bearings. 
Ihe  disease  is  essentially  inversion,  not  of  the  uterus  but  of  the 
body  of  the  uterus.  The  body  is  quite  a  different  organ  from 
the  cervix,  and  it  is  the  inversion  of  the  body  that  gives  the 
disease  all  its  important  characters.  There  may  be  no  inversion 
of  the  cervix ;  and  if  there  is  even  complete  inversion,  it  is  of  no 
moment;  it  can  very  easily  be  completely  undone.  It  is, 
mdeed,  to  be  regretted  that  the  cervix  is  made  a  part  of  the 
uterus,  for  this  leads  to  many  erroneous  notions ;  it  would  be 
advantageous  to  have  for  it  a  different  name,  for  it  is  phy- 
siologically and  pathologically  nearly  as  different  from  the 
uterus  proper  or  uterine  body  above  it,  as  it  is  from  the  vagina 
below  it. 

During  the  production  of  inversion,  the  uterus  may  be  only 
partially  displaced;  and  a  partial  inversion  of  the  placental 
insertion,  with  a  cup-like  depression  on  the  peritoneal  surface 
may  be  felt  in  the  third  stage  of  labour ;  or  a  cup-like  peri- 
toneal depression  may  be  seen  on  a  womb  which  has  expressed 
a  polypus  from  its  cavity  into  the  cavity  of  the  cervix  or  into 
the  vagina.  These  are  truly  commencing  inversions,  not  com- 
pleted or  real  inversions.  A  chronic,  partial,  or  not  real,  inver- 
sion may  be  seen  in  some  cases  of  continued  hajmorrhage  after 
delivery  ;  the  placental  area  being  relaxed  and  projecting  into 
the  uterine  cavity.  But,  disregarding  the  unimportant  cervix, 
the  displacement  in  a  chronic  uncomplicated  inversion  is  always 
complete.  I,  at  least,  have  not  seen  any  partial  inversion,  and 
it  is  difficult  to  imagine  a  pathology  for  such  a  state. 

A  recently  inverted  uterus  may  be  spontaneously  replaced, 
but  such  a  fortunate  issue  very  rarely  comes  to  a  chronic  case. 
The  organ  may  be  ulcerated,  may  be  inflamed,  may  yield  much 
discharge,  or  may  bleed  freely.  It  has  been  known  to  die  and 
slough  off,  and  it  is  natural  to  attribute  this  to  constriction  by 
the  cervix,  or  by  the  lowest  layer  of  fibres  of  the  body,  a  view 
which  seems  to  the  practitioner  to  find  support  in  the  great 
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difficulty  he  has  in  getting  this  lowest  contracted  ring  dilated. 
But  the  pathology  of  this  sloughing  is  surely  not  so  simple  a 
matter,  for  there  is  no  tight  constriction  of  any  part ;  such  con- 
striction is  to  be  imagined,  but  it  has  never  been  seen  or  de- 
scribed. The  condition  may  find  an  analogy  in  the  occasional 
sloughing  of  a  polypus,  whose  stalk  23asses  through  the  cervix, 
yet  is  not  tightly  constricted  by  it,  not  more  constricted  than  it 
was  when  it  was  all  alive,  not  so  constricted  as  to  arrest  circula- 
tion and  strangle.  The  difficulty  alluded  to,  as  experienced  by 
the  practitioner,  is  not  from  constriction,  but  from  rigidity  or 
indilatability. 

These  two  events,  removal  by  sloughing  and  spontaneous 
replacement,  suggest  the  treatment  in  cases  of  chronic  inversion. 
Formerly,  the  treatment  by  removal  was  regarded  as  the  mode 
of  cure — if  that  can  be  called  cure  which  involves  considerable 
danger,  and,  if  successful,  leaves  the  woman  sterile.  It  is  now 
resorted  to  only  when  artificial  replacement  is  not  successful. 
In  some  cases  nothing  is  done,  and  the  ulterior  history  of  such  I 
do  not  know  by  actual  experience,  but  I  do  not  doubt  that  they 
may  live  in  a  quite  tolerable  way,  and  may,  after  the  meno- 
pause, become  as  good  as  cured,  the  displacement  giving  little  or 
no  trouble. 

Many  methods  of  removal  have  been  practised.  In  "  Martha" 
I  have  not  had  an  opportunity  of  showing  you  the  operation. 
There  are  two  dangers— bleeding  and  peritonitis.  You  may 
pull  down  the  uterus,  holding  it  by  volsella,  attached  above 
your  proposed  incision.  Then  you  amputate  by  scissors,  or  a 
sweep  of  a  bistoury.  Then  you  arrest  bleeding,  if  there  is  any. 
Then  you  use  strong  sutures  through  the  peritoneum  to  close 
the  opening  made  by  the  amputation.  During  all  these  pro- 
ceedings you  use  measures  to  secure  aseptic  cleanliness. 

I  have  said  that  formerly  cases  of  chronic  inversion  were 
either  let  alone  or  the  uterus  was  amputated  :  and,  if  you  look 
up  old  teaching  regarding  this  disease,  you  will  find  careful 
statements  of  the  number  of  hours,'^or  perhaps  days,  between 
the  mversion  and  the  replacement,  so  great  was  the  fear  of  the 
condition  becommg  chronic,  and  therefore  regarded  as  incurable 
by  replacement.  Now,  that  is,  within  the  last  two  or  three 
decades,  all  this  is  completely  changed  ;  we  regard  no  case,  how- 
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ever  chronic,  as  incurable  by  replacement,  till  experiment  lias 
shown  it  to  be  so.  Eeplacement  should  be  done  at  once — as 
quickly  as  may  be— after  the  inversion  ;  of  such  interferences 
we  do  not  here  speak,  because  the  state  is  then  very  different 
from  that  of  chronic  inversion.  It  is  after  a  case  has  become 
chronic  that  we  now  regard  replacement  as  feasible,  as  the 
regular  practice ;  and  I  am  not  aware  that,  when  a  case  has 
become  chronic,  there  is]any  more  difficulty  in  replacement  after 
the  lapse  of  years  than  after  the  lapse  of  weeks  or  months.  It 
is  natural  to  suppose  that  peritoneal  adhesions  or  cohesions  may 
render  replacement  impossible;  but  I  am  not  of. this  opinion. 
No  doubt  general  chronic  matting,  or  growing  together,  of 
parts  may  produce  insuperable  difficulties;  but  cohesions  will 
in  time  disappear  for  the  most  part,  and  those  persistent  may  be 
disjoined  by  the  process  of  replacement :  of  this,  however,  I 
have  no  proof  to  give  you. 

There  is  nothing  new  in  the  mere  replacement :  that  is  a  treat- 
ment occurring  as  naturally  to  the  surgeon  as  reduction  in  a 
case  of  dislocation  of  a  bone.  The  novelty  is  in  replacement 
after  the  disease  has  lasted  long ;  in  the  demonstration  that  a 
uterus  inverted  for  years  is  as  easily  reduced,  or  nearly  so,  as  a 
uterus  inverted  for  only  a  few  weeks ;  and  this  is  the  very 
opposite  of  what  was  taught  not  long  ago,  the  opposite  of  what, 
for  example,  I  was  taught  as  a  student  by  my  great  teacher. 
Many  women  reap  the  advantage  derivable  from  this  novelty — 
this  great  change  in  doctrine  and  practice. 

Some  changes,  or  novelties,  in  practice  are  little  in  them- 
selves, but  great  from  the  wideness  or  extent  of  their  applica- 
tion and  utility.  Others  are  great  in  themselves,  as  artificial 
auEesthesia.  Others  are  great  from  the  importance  of  the 
principle  involved  in  the  change.  Some,  like  vaccination, 
may  have  a  combination  of  greatnesses.  The  change  in 
regard  to  inversion  is  great  in  itself  and  in  the  principle  in- 
volved ;  but,  unlike  vaccination,  the  change  has  very  limited 
scope  in  practice.  Inversion  is  rare  :  were  it  common,  the 
change  would  sound  loud  in  the  ears  of  mankind. 

Now  what  is  this  great  change  or  novelty  in  principle  ?  It 
is  the  recognition  that  the  result  is  to  be  attained,  not  by  a 
strong  or  violent  effort,  not  by  great  force,  but  by  a  small  force 
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long  applied.  Not  great  force  and  short  time,  but  little  force 
and  long  time.  Not  the  driving  a  nail,  or  lifting  a  weight,  but 
the  bending  a  bow  or  pulling  a  fish  by  hook  out  of  a  stream. 
Not  the  rapid  opening  of  the  womb  in  forced  delivery,  but  the 
gradual  opening  in  natural  labour.  Formerly,  a  great  effort 
was  made  by  taxis,  as  in  the  reduction  of  a  hernia,  and  if  it 
failed  the  case  was  hopeless ;  now  the  taxis  is  tried,  and  if  it 
fails  the  pressure  is  kept  up  till  yielding  comes  and  the  diffi- 
culty is  overcome. 

The  failure  to  recognise  this  principle  of  treatment  was  not 
the  only  error  of  former  practitioners;  they  had  erroneous 
notions  of  the  source  of  the  difficulty,  and  used  erroneous 
practices  founded  on  those  notions.  Tor  instance,  some  thought 
the  cervix  was  the  cause  of  (difficulty,  and  that,  by  dividing  it, 
the  reduction  would  be  easy.  But  the  cervix  offers  only  trivial 
resistance;  it  dilates  easily  and  readily,  offering  no  strong  con- 
striction, and  it  is  replaced  without  trouble.  The  ordinary 
error  is  to  suppose  that  tha  difficulty  is  caused  by  constriction, 
whether  in  the  cervix  or  in  the  part  of  the  uterine  body  near 
it,  or  anywhere  else.  I  show  you  here  the  body  of  the  uterus 
amputated  for  chronic  inversion ;  if  you  take  it  and  try  to 
undo  the  inversion  you  will  soon  be  satisfied  that  the  cervix 
offers'  no  important  resistance,  for  there  is  no  cervix  attached 
to  it.  You  will  also  quickly  satisfy  yourself  that  constriction 
is  not  the  cause  of  the  difficulty,  for  there  is  no  constriction. 
No  cervix  and  no  constriction,  and  the  uterus  in  your  hand, 
not  deeply  concealed  in  the  woman's  body,  and  yet  reduction 
or  undoing  the  inversion  as  difficult  as  ever,  almost  impossible. 
You  may  have  a  good  notion  of  the  difficulty  by  trying  to 
invert  an  unimpregnated  uterus,  or  an  india-rubber  ball 
resembling  it.  In  the  natural  uterus  there  is  as  much  con- 
striction as  in  the  inverted :  that  is,  there  is  none,  all  parts 
being  equally  tight.  The  operation  would  indeed  be  impracti- 
cable were  the  tissues  composing  the  uterine  body  not  endowed 
with  other  qualities  besides  elasticity  and  distensibility,  namely, 
with  the  quality  of  muscular  relaxation.  I  believe  the 
capability  of  replacement  is  mainly  due  to  elasticity  and  dis- 
tensibility, and  partly  to  muscular  relaxation,  not  relaxation  of 
any  constricting  band,  but  of  the  whole  uterine  tissues.  All 
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operations  founclecT  on  the  idea  of  a  special  constriction  are 
failures,  being  based  on  erroneous  theory. 
.  Now  for  the  operation.  You  may  first  make  a  trial  of 
immediate  replacement.  The  woman  antesthetised,  is  placed  in 
the  position  for  bi-manual  examination ;  the  right  hand  is 
passed  into  the  vagina ;  pressure  is  by  it  exerted  on  the  fundus 
uteri,  while  counter  pressure  is  maintained  by  the  left  hand  on 
the  peritoneal  uterine  cup  through  the  hypogastric  flap.  With- 
out the  counter  pressure  the  vagina  would  be  unduly  stretched 
and,  it  may  be,  injured,  and  the  right  hand  would  pass  far  into 
the  abdomen  to  follow  the  retreating  or  ascending  uterus.  The 
pressure  on  the  fundus  by  the  right  hand  is  variously  modified, 
this  way  or  that,  directly,  obliquely,  the  rule  generally  held  in 
mind  being  to  replace  first  the  higliest  part  or  that  nearest  the 
cervix,  and  so  on.  The  pressure  soon  pushes  the  body  within 
the  cervix  ;  and  you  may,  therefore,  suppose  you  are  succeeding, 
when,  in  reality,  you  have  not  touched  the  real  difficulty. 
Efforts  may  be  continued  long ;  even  for  hours.  I  have 
persevered  till  the  woman  was  exhausted  and  I  myself  fatigued, 
and  have  failed  ;  and  I  have  also  succeeded.  This  process  may 
be  called  acute  replacement,  and  should  always  be  used  in 
acute  inversion,  that  is,  when  the  inversion  comes  after  delivery. 
At  this  time  it  should  be  strenuously  urged .  till  you  succeed ; 
sometimes  it  is  very  easy. 

In  chronic  inversion  the  attempts  at  acute  replacement  often, 
indeed  generally,  fail,  and  then  you  resort  to  the  new  operation 
of  chronic  replacement,  that  is,  you  keep  up  the  pressure  on  the 
fundus  till  the  organ  is  worn  out  and  yields.  This  may  be 
effected  in  a  few  hours,  or  it  may  take  one  day  or  two  days. 
Much  has  yet  to  be  done  to  perfect  this  process,  and  it  may,  by 
the  ingenuity  of  gynfficologists,  be  made  easier  and  gentler. 
At  first  the  pressure  was  kept  up  by  relays  of  assistants'  hands, 
now  it  is  done  by  machinery. 

I  show  you  here  the  instruments  we  have  used  in  "  Martha." 
This  one  is  like  a  short  stethoscope  with  the  ear-piece  removed. 
The  cup-like  end  receives  the  fundus  uteri.  At  the  ear-piece 
end  are  attached  elastic  bands,  which  are  connected  with  a  hori- 
zontal bandage  around  the  body  above  the  iliac  crests.  By  the 
elastic,  bands  the  pressure  is  kept  up.     We  estimated  the 
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pressure  used  in  Mrs.  C.'s  case  as  above  one  and  below  two 
pounds. 

The  instrument  causes  much  pain,  and  narcotics  are  required 
to  allay  it.  Suddenly  the  woman  feels  the  pain  diminished; 
she  may  be  squeamish  or  sick  to  vomiting ;  the  elastic  bands 
are  loose ;  the  uterus  is  replaced.  The  cup  of  the  instrument 
is  now  lodged  in  the  cavity  of  the  uterine  body,  and  so  enclosed 
as  to  be  with  difficulty  extracted.  This  extraction  is  done  by 
the  same  process  inverted  as  pushed  it  in,  only  it  is  done  at  a 
sitting. 

After  replacement  of  the  uterus  a  woman  readily  conceives, 
and  successfully  passes  through  pregnancy, 

Cases  of  partial  chronic  inversion  by  a  fibroid  are  not  very 
rare.  I  show  you  two  from,  the  museum.  In  them  a  fibrous 
polypus  has,  in  its  descent,  or  as  it  has  been  forced  into  the 
cervix,  pulled  down  the  uterine  wall  with  it,  maldng  a  deep 
depression  on  the  peritoneal  surface.  In  both  these  cases  it  is 
the  fundus  that  is  partially  inverted.  In  one  of  these  two,  one 
side  only  of  the  fundus  is  pulled  in,  the  uterine  end  of  one  tube 
dipping  into  the  cavity  while  the  other  is  in  its  natural  site. 
Sometimes  it  has  happened  to  be  a  side  of  the  uterus  that  is 
inverted.  In  all  such  cases  you  are  liable  to  be  misled,  not 
suspecting  the  inversion,  because  the  probe  indicates  the  natural 
length  of  the  uterine  cavity,  or  even  an  exaggerated  length. 
In  all  cases  of  separation  of  a  fibroid  from  the  uterus  you  should 
keep  in  mind  the  possibility  of  this  partial  inversion,  lest,  in 
cutting  through  the  supposed  attachment,  you  cut  through  the 
inverted  portion  and  make  a  large  opening  into  the  peritoneum, 
an  unfortunate  accident  which  has  occurred.  Danger  may 
generally  be  avoided  by  enucleating  the  fibroid  instead  of 
separating  it  by  knife  or  ecraseur. 


LECTURE  XLVIII. 


ON  DISEASES  AND  INJUEIES  OF  THE  PERINEUM, 

It  is  impossible  to  say  what  perineum  means  in  obstetrics, 
so  indefinitely  is  it  used :  in  gynascology  it  means  a  patch  of 
integument  and  the  subjacent  tissues,  lying  between  the 
anus  and  its  sphincter  on  the  one  side,  and  the  fourchette  on  the 
other. 

Along  the  sagittal  line,  or  raphe,  from  anus  to  fourchette, 
there  is  often  a  pigmented  portion,  and  often  a  crest  of  skin,  some- 
times large  and  projecting  like  a  cock's-comb.  In  cases  of  even 
slight  pruritus  this  crest  becomes  a  centre  of  irritation  and  I 
have  had  to  recommend  its  removal,  just  as  you  have  more  fre- 
quently to  do,  in  like  circumstances,  with  external  piles. 

The  perineum  participates  in  the  diseases  of  the  neighbour- 
hood— pruritus,  abscess,  htematoma,  lupus,  cancer.  Two  cases 
of  this  last  disease  which  began  in  the  perineum  I  cannot  for- 
get ;  both  were  examples  of  medullary  cancer,  and  both  lived 
only  a  short  time.  One  of  them  was  very  extraordinary,  it 
began  as  a  little  hardness  felt  on  pressing  the  fourchette,  or  in 
the  fossa  navicularis.  How  long  it  had  been  there  before  I  saw 
her  I  do  not  know,  but  after  its  excision  the  disease  progressed 
with  thundering  rapidity.  She  was  dead  in  six  weeks.  The 
pathologist  who  made  the  autopsy  said  that  the  medullary 
mass  which  .filled  the  pelvis  bore  indications  of  very  rapid 
growth — acutest  cancer.  In  the  other  case,  I  excised  or  ampu- 
tated the  whole  perineum,  but  in  vain. 

In  my  lecture  on  Lupus  I  said  a  few  words  as  to  the  ana- 
logy between  the  face  and  the  ano-perineal  region,  and  some 
cases  of  acute  and  passing  herpes  corroborate  this.  In  diabetes 
you  see  acute  herpes  of  the  vulva,  including  the  perineum,  just 
as  you  see  the  same  often  in  the  face  (and  sometimes  elsewhere) ; 
and  in  another  lecture  on  Fibroids,  I  have  given  a  case  of  a 
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•woman,  dying  from  ureteral  compression,  where  an  acute  and 
passing  attack  of  herpes  appeared  on  the  perineum  and  was 
confined  to  that  part. 

Fissure  of  the  f ourchette  is,  I  am  sure,  a  rare  disease ;  it  has 
heen  confused  with  vaginismus  and  with  hipus  minimus,  for  it 
was  in  times  when  these  diseases  were  altogether,  or  at  least 
comparatively,  unknown,  that  much  was  heard  of  it.  Latterly 
we  scarcely  ever  hear  of  it.  It  is,  however,  occasionally  seen, 
and  especially  in  the  recently  married ;  and  care  must  be  taken 
to  diagnose  it  from  a  syphilitic  sore.  It  has  all  the  characters 
of  the  familiar  fissure  of  the  anus ;  but  it  is  more  readily  cured, 
because,  however  difficult  it  may  be  in  the  newly-married  to 
give  the  part  complete  rest,  it  is  possible  to  do  so.  Generally, 
the  rest  of  a  passing  monthly  period  is  enough  to  secure  cure. 
In  the  case  of  the  anus  rest  is  impossible,  and  can  only  be 
approximated  to  by  keeping  the  stools  pultaceous,  not  hard, 
further,  the  disease  is,  in  fact,  rarely  in  the  fourchette  proper ; 
rather  in  the  fossa  navicularis,  the  hymen,  or  the  margin  of  the 
true  vaginal  aperture.  If  it  is  treated  otherwise  than  by  rest, 
you  do  as  in  fissure  of  the  anus.  Caustic  may  be  applied  in  the 
form  of  nitrate  of  silver,  or  a  little  ointment  of  the  subacetate 
of  copper  may  be  used  as  a  healing  salve. 

I  have  spoken  of  swelling  and  irritation  of  a  crest  of  skin  on 
the  raphe,  and  you  will  sometimes  meet  with  a  similar  evil 
about  the  fourchette.  This  part  is  often  torn,  and  in  very 
different  ways,  and  frequently,  after  all  is  healed,  there  are  left 
one  or  more  tags.  These  project  and  get  rubbed  and  irritated, 
and  may  be  a  constant  source  of  annoyance.  They  should  be 
removed  or  a  new  fourchette  may  be  made  by  a  partial 
episioraphy. 

I  now  come  to  injuries  of  the  perineum.  They  vary  greatly 
in  kind  and  in  extent,  and  are  almost  exclusively  the  conse- 
quence of  parturition.  A  good  perineum  is  of  great  value  to 
women  who  have  any  tendency  to  any  kind  of  descent  or 
prolapse.  It  hinders  such,  or  helps  to  hinder  such,  from 
becoming  procidentia;  and  little  trouble  comes  from  any 
descent  of  uterus,  vagina,  bladder,  or  rectum,  if  it  does  not 
conae  on  to  be  procidentia,  if  it  does  not  come  outside  the 
vaginal  orifice.    The  best  perineum  may  not  prevent  procidentia. 
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It  may  occur  in  the  virgin.  I  have  seen  a  procident  vaginal 
cystocele  strangulated  in  the  small  hymeneal  orifice  of  an  aged 
spinster.  A  perineum  may  be  overpowered  by  pressure  from 
above,  however  good  and  entire  :  of  course  in  most  cases  the 
pressure  is  great.  A  perineum,  though  uninjured  and  entire, 
may  be  relaxed  and  feeble,  and  an  inefficient  obstacle  to 
pressure  from  above.  An  injured  and  imperfect  perineum  is 
often  an  excellent  one,  most  efficient :  in  such,  the  perineal 
body  is  large  and  firm,  and  the  anterior  part  of  the  levator 
ani  has  a  good  hold  of  it,  is  strong  and  active,  and  keeps  the 
perineal  body  well  adjacent  to,  if  not  pressed  against,  the 
symphysis  pubis.  In  an  example  of  this,  and  they  are  not  rare, 
a  speculum  meets  as  much  force  resisting  its  introduction  as 
when  the  perineum  is  iiniujured  and  entire. 

In  the  vast  majority  of  cases  imperfect  healing  of  a  ruptured 
perineum  is  a  matter  of  no  consequence,  and  it  is  only  recently 
that  much  attention  has  been  paid  to  this  accident.  In  cases 
with  descent,  or  tendency  to  descent,  it  is,  as  already  said,  of 
very  great  importance.  Some  gynaecologists,  chiefly  American, 
have  expressed  an  entirely  opposite  opinion,  attributing  all 
kinds  of  derangement  of  bodily  health  to  it,  even  when  un- 
complicated, and  even  derangements  of  mind.  For  such 
opinions  I  know  no  foundation  in  experience.  To  this  state- 
ment there  is  one  important  exception  to  be  made ;  and  it  is, 
that  when  a  woman  has  the  perineum  so  lacerated  as  to  involve 
the  sphincter  ani,  and  produce  incontinence  of  fteces,  she  is 
liable  to  chronic  diarrhoea,  which  entails  important  constitu- 
tional evils. 

I  have  spoken  of  the  value  of  the  perineum  and  descent,  and 
I  beg  you,  with  a  view  to  appreciating  justly  the  value  of 
operations  to  repair  injury  of  the  perineum,  to  keep  in  mind 
that  you  never,  antecedently  to  its  occurrence,  know  what 
woman  will,  or  what  woman  will  not,  have  descent.  The 
maintenance  of  the  perineum's  entirety  and  its  repair  are, 
therefore,  very  important  obstetrical  matters. 

The  best  time  for  dealing  with  ruptured  perineum  is  as  soon 
as  delivery  is  completed.  Tiie  operation  is  not  difficult  and  is 
very  successful.  The  ragged  eccliymosed  womb  looks  un- 
favourable for  healing,  and  there  is  the  flowing  of  the  lochia  ; 


ON  DISEASES  AND  INJURIES  OF  THE  PERINEUM.  433 


tut  nevertheless  healing  takes  place  very  kindly  in  the  very 
great  majority  of  cases. 

This  operation  is  good  for  all  cases  of  central  rupture,  and  for 
all  cases  of  extensive  rupture  of  the  ordinary  kind.  In  my 
early  days  this  operation  was  almost  never  done,  unfortunately 
neglected;  now,  I  beheve,  it  is  done  when  it  is  not  required, 
so  great  is  the  zeal  of  many  obstetricians.  You  can  have  no 
uniform  rule,  because  the  extent  of  the  perineal  space  varies  so 
greatly  ;  that  is,  the  distance  between  the  anus  and  the  orifice 
of  the  urethra,  the  measurement  of  the  orifice  to  be  closed  or 
partially  closed.  But  this  I  may  lay  down,  that  you  need  not 
interfere  with  attempts  at  repair,  if  there  is  a  finger's  breadth 
of  entire  skin  in  front  of  the  anal  orifice.  If  this  is  so,  then 
the  sphincter  is  entire  and  probably  also  the  connection  of  the 
levator  ani.  The  bigger  the  perineum,  the  greater  the  distance 
between  anus  and  urethra,  the  greater  the  urgency  to  operate. 

In  an  extensive  rupture,  now  a  chronic  case,  Avhen  the  health 
is  suffering  from  the  diarrhoea,  you  should  operate.  But  in 
these  old  cases  in  women  still  breeding,  there  is  often  difficulty 
in  deciding  to  interfere  because  of  the  risk  of  the  next  birth 
reproducing  the  laceration.  Yet  I  know  from  experience  that 
the  new  perineum  may  be  saved  from  injury  by  a  subsequent 
birth.  In  cases  of  procidentia  uteri,  procidentia  vaginoe,  vaginal 
rectocele,  vaginal  cystocele,  the  operation  is  of  great  value  and 
may  be  prudently  resorted  to  in  many  cases.  And  an  operation 
to  make  a  new  perineum  may  be  equally  useful  in  such  cases  : 
that  is,  when  the  perineum  is  not  injured  by  laceration  but 
destroyed  by  the  procidentia  pushing  back  the  fourchette  and 
thus  virtually  annihilating  the  perineum  as  an  obstacle  to 
descent. 


LECTUEE  XLIX. 


ON  SOME  MINOR  AILMENTS. 

"When  I  use  the  term  "  minor  ailments  "  to  designate  the  subject 
of  this  lecture,  I  take  the  physician's,  not  the  patient's,  point  of 
view.  To  her  the  matter  in  hand,  however  slight  in  the 
physician's  estimation,  is  most  interesting  and  important,  and 
cannot  be,  without  care,  spoken  of  as  minor.  Such  ailments 
may  be  painful  and  grievous  while  they  last,  but  they  do  not 
destroy  general  health,  and  they  are  not  fatal. 

Patients  are  often  very  inquisitive  into  the  causes  and  nature 
and  importance  of  diseases,  and  physicians  are  sometimes  too 
facile  in  naming  them,  or  in  concurring  with  patients  regarding 
them.  Here,  as  on  many  other  occasions  in  the  course  of 
medical  practice,  the  physician  should  be  firm  in  adhering  to 
pure  truth,  not  forgetting  that  all  kinds  and  degrees  of  falsehood, 
all  half-true  statements,  even  when  made  with  good  motives,  all 
statements,  true  only  as  so  many  words,  should  be  avoided, 
should  also  be  abominable  in  his  eyes.  It  is  true,  and  never  to 
be  forgotten,  that  a  lie  is  always  a  lie,  and  never  does  the 
greatest  good,  now  or  in  the  future ;  always  does  harm,  now  and 
in  the  future.  Never  allow  yourselves  to  be  shaken  in  these 
principles  by  desire  of  any  kind  of  time-serving.  Great  medical 
men  have  boldly  taught  that  the  physician  may  not  only  .conceal 
the  truth,  but,  in  certain  circumstances,  declare  a  lie.  I  avoid 
mentioning  the  name  of  one  most  highly  respected,  who  advises 
this  course  in  the  case  of  cancer  of  the  liver,  asserting  that  the 
entertainment  by  the  patient  of  false  views  as  to  the  nature  or 
danger  of  his  disease  will  materially  and  favourably  modify  its 
course,  and  secure  temporary  ease  of  mind  for  him.  The 
pathology,  therapeutics,  and  morality  are,  I.believe,  all  most  bad : 
experience  has  taught  me  quite  otherwise ;  and,  besides,  if  you 
allow  yourself  to  lie  once,  why  not  ten  times  ?    There  are  cases 
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in  casuistiy  in  which  you  may  be  driven  to  make  a  statement 
that  is  not  true,  but  they  almost  never  occur  in  medical  practice  ; 
and  the  only  justification  of  this  conduct  is  the  avoidance  of  a 
graver  falsehood,  for  there  are  degrees  of  importance  of  lies.  You 
have  it  in  your  power  to  be  silent,  and  it  is  scarcely  possible  to 
construct  a  lie  out  of  that  negative.  If  you  wish  to  impress  your 
patient  with  a  due  sense  of  the  gravity  of  her  case,  you  may, 
without  bluntly  surprising  her  with  a  terrible  announcement, 
effect  this  by  calling  a  consultation,  or  using  some  other  such 
indicative  or  preparatory  measure. 

I  make  these  statements  preliminary  to  some  remarks  on 
minor  ailments,  because  it  is  more  frequently  in  them  than  in 
graver  ailments  that  patients  are  injuriously,  and,  I  am  sorry  to 
say,  often  cruelly,  misled. 

I  have  said  that  patients  are  often  ingenious  and  inquisitive  as 
to  causes  :  the  physician  is  most  anxious  to  forecast  consequences. 
With  this  forecast  or  prognosis,  so  far  as  he  is  concerned,  I  have 
now  nothing  to  do.  But  his  patient  is  sure  to  ask  questions 
regarding  her  fate.  Or  to  argue  regarding  the  gravity  of  her  case, 
from  his  expressions,  oral  or  other,  and  from  his  conduct.  In 
every  case  a  physician  is  instructing  his  patient  regarding  her 
disease ;  and  if  he  instruct  her  badly,  he  may  cause  her  much 
evil.  In  the  case  of  minor  ailments  it  is  common  for  this  evil 
to  be  produced  by  an  exaggerated  anxiety,  or  by  a  costly,  and 
perhaps  fussy,  and  frequent,  interference  of  the  physician. 
Many  minor  ailments  are  in  this  way  generated,  or  aggravated, 
or  rendered  inveterate.  Cases,  that  a  little  kindly  consideration 
and  careful  conversation  would  dissipate,  are  changed  from 
molehills  into  mountains. 

You  will  meet  with  cases  of  amenorrhoea  in  healthy  oMs 
whereof  the  cure  is  sought  with  an  enthusiasm  that  is  explained 
only  by  perhaps  accidentaUy  finding  out  that  the  patient  or  her 
guardian  regards  it  as  a  disease  of  the  highest  degree  of  aravitv 
A  woman  with  no  uterine  complaint  whatever,  and  in  perfect 
health,  IS  told  that  her  womb  is  displaced,  and  immediately  she 
13  transformed  into  a  great  sufferer  eager  for  cure,  willing  to 
endure  the  martyrdom  of  enforced  rest  and  local  treatment  to 
gain  wha  can  never  be  gained  in  that  way  ;  she  has  been  badly 
mstructed  by  her  physician,  and  this  bad  instruction  will  render 
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her  return  to  health  a  matter  of  great  difficulty,  a  result  to  be 
secured  only  by  overthrow  of  her  confidence  in  her  i:)reviou,s 
instruction.  Cases  are  quite  common  where  women  have  great 
pain  and  misery,  which  are  entirely  "  imaginary  "  as  they  say, 
yet  real,  and  which  are  cured  at  once  by  the  assurance  pressed 
into  their  minds  that  they  have  not  cancer — by  their  abandoning 
an  erroneous  idea. 

There  are  many  minor  ailments,  chiefly  in  the  form  of  aches  or 
pains,  for  which  the  best  treatment  is  to  coax  the  patient  into 
neglect  of  them.  Let  them  alone  as  far  as  possible,  for  the  more 
attention  is  drawn  to  them  the  worse  they  will  be,  and  the 
longer  will  they  last. 

To  deal  wisely  and  boldly  with  minor  ailments,  it  is  necessary 
that  you  should  previously  make  yourself  well  assured  as  to 
their  nature — that  they  really  are  minor,  and,  if  possible,  exactly 
what  they  are.  Often  you  cannot  ascertain  what  they  are,  while 
various  conditions  of  them  satisfy  you  that  they  are  minor. 

NEUEALGIA  OF  A  LABIUM. 

I  have  never  seen  any  neuralgia  more  intense  than  that  of 
the  cord  in  the  male.  One  case  in  a  clergyman  I  can  never 
forget ;  it  was  so  very  severe.  In  woman  I  have  only  seen  it 
distinctly  a  few  times.  The  worst  case  was  that  of  a  stout  old 
lady  liable  to  broncliitis  and  astlima.  In  her  it  came  only 
occasionally,  but,  when  it  did  come,  it  was  so  severe  as  to  cause 
much  alarm ;  the  pain  ran  along  the  cord  or  rather  the  round 
ligament  in  the  right  inguinal  canal,  and  was  most  severe  in  the 
corresponding  labium.  It  was  soothed  by  kind  attention,  hot 
bathing  being  generally  used,  sometimes  anodyne  applications 
to  the  skin. 

COMMENCING  HEENIA. 

All  pains  about  the  external  inguinal  opening  are  not 
neuralgic,  nor  inflammatory.  I  remember  well  the  case  of  a 
sensitive  young  lady  wliose  pains  had  been  very  puzzling  tO' 
her  physician,  who  had  reasons  for  avoiding  strict  local  inquiries- 
She  was  indeed  sent  to  mo  to  have  these  inquiries  made, 
because  much  and  varied  treatment  by  medicines  and  rest  had 
failed  to  give  any  relief.    The  pain  was  confiued  to  the  region 
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of  tlie  femoral  opening  on  one  side ;  rest  removed  it,  exertion 
induced  it,  coughing  made  it  worse  ;  and  a  strong  impulse  was 
felt  in  the  part  by  the  hand  applied  when  a  deep  cough  was 
made.  Knowledge  of  the  seat  and  cause  of  the  pain  was 
nearly  enougli  for  its  cu.re ;  and  complete  relief  was  got  by 
wearing  a  truss.    Cases  of  a  like  kind  are  not  very  rare. 


NEUKALGIA  OF  BONE. 


When  a  bone  of  the  pelvis  has  been  injured,  the  ])a.vt,  some- 
times after  complete  recovery  so  far  as  manipulative  examina- 
tion is  concerned,  retains  a  morbid  sensitiveness  or  weakness. 
It  is  noL  swollen  ;  but  it  is  liable  to  ache  severely  or  be  painful. 
Cases  of  this  kind  in  bones  of  the  limbs  I  have  known  to  be 
successfully  treated  by  laying  the  bone  bare  by  knife,  raising 
the  periosteimi,  and  gouging  or  chiselling  off  the  surface  of  the 
affected  part.  In  my  cases  I  have  not  resorted  to  this,  and  I 
may  best  and  most  briefly  tell  you  all  I  know  of  the  matter  by 
giving  a  few  details  of  two. 

A  fine  healthy  young  woman  had  a  first  labour,  managed  by 
a  sldlful  accoucheur,  natural  in  all  respects,  except  that  delivery 
was  completed  by  short  forceps.  At  the  time  of  delivery 
nothing  special  was  noted  as  to  wounding ;  but  the  patient 
felt  a  deal  of  pain  in  the  private  parts,  on  the  left  side,  during 
all  her  recovery.  She  got  up,  however,  and  was  well  and 
strong ;  but  as  soon  as  she  began  to  walk,  the  pain  in  the  left 
labium  recurred,  and  was  increased  in  severity  as  she  increased 
the  use  of  her  legs.  The  pain  was  now  ascribed  to  weakness, 
now  to  falling  of  the  womb,  now  to  ulceration,  and  was  treated 
accordingly,  but  with  no  good  effect.  Careful  local  investiga- 
tion discovered  the  labium  to  be  internally  cleft,  and  the 
deepest  part  of  the  cleft,  quite  healed,  healthv  looking,  but 
adhering  to  the  descending  ramus  of  the  pubes.  "The  bone  was 
scarcely  tender,  but  whenever  it  was  touched,  the  patient  at 
once,  and  again  in  subsequent  examinations,  declared  that 
that,  and  that  alone,  was  the  seat  of  pain.  The  bone  was 
occasionally  tender  after  great  exertion,  as  in  dancing :  it  was 
always,  and  exclusively,  the  seat  of  the  aching  pain.  The 
labium  had  been  cut  by  the  anterior  margin,  of  the  left  blade  of 
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the  forceps,  and  healing  had  taken  place  with  adhesion  of  the 
cicatrix  to  the  subjacent  hone.  Complete  satisfaction  as  to  the 
seat  and  nature  of  the  disease  was  half  the  cure.  Avoidance 
of  long  walks  and  of  much  dancing,  hot  bathing  at  bedtime, 
tonics,  iodide  of  potassium,  were  all  used,  and  did  not  bring 
quick  rehef.  It  was  not  till  these  cares  had  been  continued 
more  than  a  year  that  the  whole  matter  was  forgotten.  E'ow 
she  never  feels  it. 

A  middle-aged  woman,  a  clergyman's  v/ife,  was  thrown  out 
of  a  little  pony  phaeton,  and  fell  on  her  sacrum.  After  the 
accident  she  had  continued  pain  in  it  for  a  long  time;  and  the 
pain  recurred  after  intervals  of  health  varying  in  length.  "V\Tien 
it  came,  she  felt  the  part  to  be  a  little  tender,  but  not  swollen. 
Latterly,  after  some  years,  she  was  led  to  believe  that  now  her 
suffering  was  not  from  the  injury,  but  from  some  disease  of  the 
womb.  Then  she  consulted  me,  and  it  was  very  easy  to  make 
out  that  the  pain  was  in  the  bone,  exactly  where  the  injury 
had  been  inflicted.  There  was  no  uterine  disease,  and  the  con- 
clusion was  inevitable,  that  the  case  was  one  of  neuralgia  con- 
sequent on  mechanical  injury.  With  assurance  on  this  point 
she  was  quite  satistied,  and  went  away  with  some  directions  as 
to  treatment  when  the  aching  came  on. 

Perhaps  this  disease  should  be  called  chronic  ostitis,  not 
neuralgia  :  I  do  not  here  attempt  to  decide. 

EHEUM  OF  A  SACEO-ILIAC  JOINT. 

This  disease  is  common,  and  often  mistaken  as  a  sacrache,. 
and  as  an  indication  of  some  uterine  or  ovarian  affection.  I 
know  it  well,  for  I  frequently  suiFer  from  it,  generally  in  the 
right,  rarely  in  the  left,  less  rarely  in  both.  It  is  a  rheumatic 
ache,  sometimes  nearly  as  commanding  as  a  bad  lumbago,  pro- 
duced by  any  bodily  movement  that  causes  pressure  on  or 
movement  of  the  joint.  When  a  woman  has  it,  she  attributes 
much  importance  to  it,  not  as  a  pain,  but  as  an  indication  of 
some  latent  internal  disease  of  which  she  has  alarm  and  dread^ 
naturally  fostered  by  ignorance.  When  she  comes  to  you,  you 
must  carefully  investigate  it,  and  give  her  good  information 
and  advice. 
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It  is  not  enough  to  make  out  that  the  region  of  one  or  other 
or  of  both  joints  is  the  seat  of  pain,  for  ovarian  disease  may 
cause  that ;  nor  is  it  enough,  even  if,  in  addition,  the  pain  is 
aggravated  by  the  erect  position  or  by  walking,  for  that  may  be 
also  a  reflex  of  ovarian  disease.  But  if,  still  farther,  you  find 
that  the  joint  is  tender,  perhaps  a  little  swollen  ;  and  if  you  find 
that  the  least  movement  of  it  causes  pain,  you  may  be  pretty 
well  assured ;  and  you  hold  the  case  well  ascertained,  if  you 
find,  on  examination  of  the  pelvic  excavation,  that  there  is  there 
no  disease  to  account  for  it.  In  this  affection,  your  examination 
discovers  ordinary,  not  surgical  or  morbid,  mobility  of  the  joint ; 
and  when  describing  looseness  of  the  joint,  I  told  you  how  to 
make  out  its  mobility.  One  source  of  error  in  this  examination 
you  must  note,  namely,  that  the  pain  is  induced  by  pressure  on 
the  anterior  iliac  spine,  and  the  woman  may  say  the  pain  is 
there  ;  but,  with  care,  you  make  out  that  the  pain  is  only  pro- 
duced by  such  pressure  on  the  anterior  iliac  spine  as  moves  the 
bone  at  the  sacro-iliac  joint,  and  that  pressure  on  the  ilium  that 
does  not  move  the  joint  is  not  painful. 


NODES  OF  CONNECTIVE  TISSUE. 

These  are  indurated  masses,  not  very  hard,  irregularly 
rounded  or  spindle-shaped,  of  size  varying  from  that  of  a  bean 
to  that  of  a  hazel-nut,  generally  painless,  sometimes  tender. 
There  may  be  only  one,  or  several  may  be  in  the  same  neigh- 
bourhood. They  have  not  the  characters  of  neuroma.  They 
may  disappear,  as  they  come,  without  known  cause. 

This  disease  I  have  rarely  seen ;  and,  as  far  as  I  know,  it  has 
no  direct  practical  importance,  except  when  the  little  masses 
are  tender,  or  when  the  patient  happens  to  find  them,  and 
becomes  anxious  as  to  their  cause  and  nature. 

We  had  lately  a  case  in  "  Martha."  The  woman  had  been 
long  in  the  ward  suffering  from  parametritis  and  the  albu- 
minuria which  occasionally  accompanies  it.  She  made  a  good 
recovery;  and,  before  going  away,  called  attention  to  little  tender 
lumps.  They  were  three  in  number;  two  just  above  the 
posterior  superior  spine  of  the  ilium  on  the  right,  and  one  a 
little  higher  on  the  left. 
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I  have  seeu  a  case  in  which  they  were  situated  in  the 
suhcutaneous  celluLar  tissue  over  the  sacrum  and  adjacent  part 
of  the  hip.  In  another,  the  node  was  the  size  of  a  pea,  and 
situated  a  little  above  the  middle  of  Poupart's  ligament, 

PEEINEAL  SWEATING. 

In  inveterate  cases,  however  much  they  may  be  minor,  it  is 
necessary  to  enter  minutely  and  carefully  into  every  particular  ; 
and  this  is  true  of  none  more  than  that  of  "  whites."  A  patient 
will  add  as  tail  to  her  case  that  she  has  whites ;  or  she 
will  say  she  is  cured,  all  except  whites  ;  or  she  will  com- 
plain simply  of  very  bad  whites.  By  this  she  implies  that 
she  has  a  large  amount  of  unhealthy  discharge  from  the  vagina, 
white  or  nearly  white ;  and  this  she  fears,  understanding  that 
it  is  very  dangerous,  or  at  least  weakening.  Probably  also  she 
has  used  many  diverse  lotions  without  avail  for  a  lengthened 
period. 

Now  it  is  common  to  find  that  this  case  has  been  quite 
misunderstood,  and  consequently  mismanaged  :  examination  by 
the  speculum  discovering  no  mass  of  mucus  or  the  matter  of 
whites,  no  such  quantity  as  would  cause  discharge.  It  is 
indeed  not  rare,  with  such  complaint,  to  find  the  passage 
drier  than  natural.  Such  women  it  is  sufficient  to  tell  that 
they  have  no  whites,  that  there  is  nothing  to  be  cured,  that 
they  should  give  up  the  use  of  injections  of  every  kind  ;  and 
it  is  good  to  add  that,  if  all  proves  not  to  be  right,  the 
patient  should  return  with  the  whites  present,  and  with  the 
diapers  worn,  or  any  evidence  of  the  presence  of  the  disease. 

Wlien  she  comes  back,  you  may  find  that  she  has  had  some 
whites  after  a  long  walk  or  long  standing — a  result  which 
is  scarcely  to  be  deprecated.  Or  you  may  find  some  super- 
ficial irritation  of  the  vestibule  or  vaginal  orifice,  fi'om  which 
a  white  or  non-purulent  discharge  has  come,  and  which  may 
be  easily  cured  by  an  appropriate  application  :  and  the  same 
may  be  said  of  some  eczema  of  the  vulva.  Frequently  all 
she  produces  is  a  cloth  damp  with  perineal  sweat,  and  often 
also  stained  brown  by  it.  Lately  we  had  in  "  Martha  "  an 
acTo-ravated  case  of  this  kind  from  a  distant  county.    As  we 
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could  find  nothing,  the  woman  was  pressed  to  produce  the 
evidence  of  her  disease  for  which  she  had  been  long  treated, 
and  which  so  alarmed  her  as  to  make  her  glad  to  encounter 
the  inconvenience  and  expense  of  coming  to  the  hospital.  She 
said  it  came  on  when  walldng,  and  she  was  accordingly  sent 
to  walk  ;  and,  with  an  air  of  triumph,  she  then  showed  a 
diaper  with  a  small  brown  stain  of  feculent  odour.  The 
woman  was  quite  simple  and  ingenuous,  and  believed  that  this 
stain  was  vaginal  whites  :  it  was  plainly  some  brown  mucus 
from  the  anus. 

When  women  get  fat,  and  sweat  freely,  they  often  have  such 
moisture  about  the  anus  and  genitals.  This  is  very  disagree- 
able to  them,  and,  unless  correctly  instructed  regarding  it,  they 
are  easily  induced  to  believe  it  is  morbid,  and  the  result  of 
vasrinal  or  uterine  disease.  Both  men  and  women,  however 
careful  and  cleanly,  have  their  linen  moistened  and  often 
stained  brown,  especially  if  they  have  walked  much ;  and  such 
discharge  a  woman  is  easily  led  to  believe  to  be  whites,  and  an 
indication  of  disease  of  the  womb. 

Sudden  gushes  of  watery  fluid  on  the  linen  are  sometimes 
otherwise  explained.  Not  very  long  ago  a  patient  consulted 
me  for  this,  behoving  that  it  came  from  an  ovarian  cyst,  and 
required  constant  treatment  to  prevent  the  cyst  closing !  I 
could  find  no  disease  by  local  examination  ;  but  I  was  also 
told  that,  when  it  occurred,  the  patient  was  very  alarmed  and 
nervous,  and  this  led  me  to  suspect  it  might  be  urine.  The 
fluid  was  collected  in  a  cup,  and  found  to  have  all  the  qualities 
of  urine.  The  diagnosis,  communicated  to  the  ingenuous 
patient,  that  her  disease  was  merely  nervous  discharge  of  urine, 
was  enough  for  her  cure,  and  she  went  away  rejoicing. 

But  I  must  further  add,  that  some  sudden  copious  watery 
discharges  I  have  been  quite  unable  to  explain,  and  have  tried 
to  satisfy  myself  by  supposing  they  were  from  the  glands  of 
Cowper.  The  neck  of  the  womb  may  suddenly  secrete 
copiously,  but  the  secretion  is  very  viscid  and  not  in  such 
large  quantities,  so  far  as  I  have  observed,  as  to  explain  the 
gushes  I  am  speaking  of. 

Cases  of  this  kind  may  be,  sometimes,  minor  examples  of 
hydrops  tubte  profluens.     This  is  a  disease  probably  more 
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frequent  than  is  generally  supposed,  but  certainly  very  rare  in 
Its  distinct  and  greater  forms.  A  case  lately  came  under  ray 
notice  where  the  gushes  of  watery  and  slightly  viscid  fluid 
were  great,  and  had  a  general  history  as  follows  Gradually 
increasing  hypogastric  pain  and  general  constitutional  disturb- 
ance, then  copious  flow  from  vagina  and  relief  for  a  varying 
length  of  time.  When  the  woman  was  at  ease  there  was  to 
be  found  only  an  enlarged  uterus  ;  when  she  was  in  pain,  and 
before  the  discharge,  there  was  distinctly  connected  with  the 
uterus,  and  lying  on  its  left  side,  a  large  and  increasing  tense 
and  somewhat  tender  cyst. 


SACEACHE  AND  BACK- ACHE. 

There  is  no  more  common,  and  therefore  no  more  important, 
symptom  of  uterine  disease,  and  especially  of  disease  of  the 
neck  of  the  w^omb,  than  sacrache.  The  pain  is  dull,  or  an 
ache  rather  than  pain  :  it  is  situated  at  or  near  the  base  of  the 
sacrum ;  and,  referring  to  it,  the  patient  puts  her  hand  to  the 
part.  I  say  with  emphasis  "  at  or  near,"  and  it  is  desirable  to 
make  this  more  definite.  A  pain  below  the  middle  of  the 
sacrum  is  not  "at  or  near,"  and  a  pain  above  the  middle  of  the 
lumbar  spine  is  not  "  at  or  near."  Such  pams  and  aches  do 
not  point  to  the  womb  as  the  characteristic  sacrache  does  ;  but 
the  characteristic  sacrache  only  points  in  that  direction  :  it  is 
not,  in  itself,  nearly  sufficient,  not  even  strong,  evidence  of 
disease  of  the  womb.  Occurring  in  a  virgin  it  would  not, 
alone,  unless  very  severe  and  inveterate,  lead  you  to  make  an 
actual  examination  of  the  womb. 

Other  back-aches,  that  is,  pains  in  other  regions  of  the  back, 
not  the  sacrache,  may  accompany  uterine  disease,  but  do  not 
point  to  the  womb,  are  not  symptoms  rationally  held  as  indica- 
ting womb  disease.  Unfortunately  women  are,  at  present,  so 
under  the  influence  of  bad  medical  instruction,  that  they  regard 
all  pains  in  the  back,  from  the  occiput  to  the  coccyx^  as  nearly 
sure  indication  of  uterine  mischief,  and  demanding  uterine 
treatment. 

The  sacrache  of  womb  disease  may  be  constant,  but  generally 
it  comes  and  goes,    frequently  it  is  dispelled  by  lying,  is  felt 
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on  going  to  bed,  and  has  disappeared  before  morning ;  and 
long  standing  makes  it  reacli  its  highest  pitch.  When  it  is 
otherwise — that  is,  when  the  ache  is  worse  in  the  morning 
before  getting  out  of  bed,  or  is  relieved  by  walking — then  it  is 
certainly  not  uterine. 

I  have  said  that  you  must  not  regard  all  sacraches  or  other 
back-aches  as  uterine.  They  are  common  in  men  and  in 
women.  A  weakly  woman,  who  attends  to  all  her  pains,  can 
do  no  standing  or  walking  without  back-ache,  and  often  it  is  a 
sacrache ;  especially,  if  she  has  a  long  back,  will  she  suffer  in 
this  way. 

The  pains  liable  to  be  confused  with  real  sacrache  are  all  in 
the  lower  back,  about  the  lumbar  spine  :  it  is  only  such  that 
might  mislead  any  rational  physician.  Eegarding  them  you 
will  get  some  light  from  noticing  the  causes  of  the  same  pains 
in  men.  Now  I  find  that  weakly  men  are  liable  to  these 
aches,  sacral,  or  lumbar,  on  walking  or  standing ;  and  in  many 
they  are  produced  by  venereal  indulgence. 


APPENDICES. 


ON  OPEN  FALLOPIAN  TUBE  AND  OEEVIX  UTEEI. 

The  uterine  end  of  the  tulDe  is  regarded  almost  exclusivelj  as 
a  closed  or  a  merely  potential  tube  or  canal.  It  is  spoken  of 
as  large  enough  to  permit  a  bristle  to  be  pushed  through  it ; 
but  this  is  done  with  difficulty ;  and  for  practical  purposes,  it  is 
no  doubt  generally  closed,  for  fluids  accumulate  in  the  uterine 
cavity  under  great  pressure  ;  and  the  use  of  intra-uterine 
injections,  whether  after  delivery  or  at  other  times,  is  feasible, 
because  the  injected  fluids,  as  a  rule,  do  not  find  an  open 
passage  in  the  tubes.  The  closure  of  the  tube  is  not  by  such 
apposition  of  its  walls  as  is  seen  when  a  piece  of  gut  is  pressed 
flat  between  two  parallel  surfaces,  but  is  stricture-like,  or  such 
as  is  produced  by  an  active  sphincter. 

The  cervix  uteri  has  a  canal,  which  is  generally  neither 
closed,  nor  a  merely  potential  tube,  there  being  an  easily 
appreciable  quantity  of  mucus,  even  in  its  external  and  in  its 
internal  os.  If  it  be  a  merely  potential  canal,  its  closure  is 
by  apposition  of  its  anterior  and  posterior  walls ;  and  a  large 
probe — the  ordinary  uterine  probe  or  sound — can  be  passed 
easily  through  it.  Fluids  do  not  accumulate  in  the  uterine 
cavity  because  of  want  of  opportunity  of  exit,  if  the  cervix  be 
in  its  ordinary  condition.  Indeed,  although  it  is  often  asserted 
that  such  closure  of  the  cervix  as  arises  from  smallness  of 
either  of  its  two  terminal  openings,  or  from  flexion,  leads  to 
distension  of  the  uterine  cavities  by  accumulation  of  retained 
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secretions  or  excretions,  there  is  no  evidence  to  this  effect- 
while  examples  of  these  cervical  conditions  without  retention 
are  very  frequently  observed. 

The  canaUzation  of  the  cervix,  or  rather  its  further  canali- 
zation, or  increased  canalization,  is  different  from  the  canaliza- 
tion  of  a  tube  which  begins  by  having  no  available  canal  or 
passage  at  all. 

The  opening  of  the  os  uteri,  at  either  end  of  the  cervix,  so 
as,  with  the  intervening  passage,  to  form  a  cylindrical  tube  of 
considerable  diameter — say  that  of  No.  9— is  easily  effected 
by  bougie,  in  the  healthy  female  ;  and  its  further  rapid  dilata- 
tion, so  as  to  permit  the  passage  of  the  finger,  may  also  be 
effected.  The  canalization  of  the  cervix  in  labour  is  well 
known,  and  to  a  great  extent  understood. 

The  dilatation  or  canalization  of  the  cervix  has  often  been 
described  as  occurring  in  sexual  excitement ;  and  Eouget  has 
described  a  supposed  mechanism  of  its  production.*  It  has 
also  been  described  by  Beck  t  as  seen,  in  progress,  through  the 
speculum  ;  and  I  have  observed,  in  the  same  way,  the  external 
OS  uteri  forming  a  rounded  or  wide  opening,  which  would 
admit  a  No.  1 2,  in  a  woman  who  had  never  been  pregnant, 
and  whose  external  os  was,  a  short  time  previously,  in  the 
ordinary  virgin  state.  The  modification  of  the  canalization  of 
the  cervix  is  the  chief  object  of  most  of  the  methods  of 
mechanically  treating  sterility.^ 

Apart  from  pregnancy,  the  otherwise  healthy  cervix  becomes 
spontaneously  canalized  in  certain  haemorrhages  which  I  shall 
describe  in  future  chapters. 

The  canalization  of  a  tube  is  provided  for  by  its  anatomical 
structure,  and  it  must  take  place  spontaneously,  regularly,  and. 
naturally,  in  order  to  transmit  the  fecundated  ovum  ;  but  little 
is  known  of  its  occasional  occurrence  as  a  condition  morbid  in 
itself,  or  leading  to  morbid  results.  The  occurrence  of  dilata- 
tion or  spontaneous  canalization  was  long  ignored,  as  may  be 

*  Besearches  in  Obstetrics.    By  tHe  Author,  p.  431. 
f  American  Journal  of  Obstetrics,  November,  1874. 
X  For  further  references,  see  Fallen,  American  Journal  of  Obstetrics, 
1880.    "  On  a  Case  of  Abdominal  Pregnancy." 
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seen  "by  reference  to  the  literature  of  hasmatocele.'''  Indeed, 
long  after  its  description,  attempts  were  made  to  explain  away 
the  evidence  on  which  its  occurrence  was  asserted. 

ISTo  one,  so  far  as  I  know,  now  denies  the  occurrence  of 
patent  Fallopian  tube,  for  it  is  frequently  observed  in  practice, 
the  probe  passing  through  it  in  making  uterine  investigations. 
It  has  also  been  frequently  seen  in  dissections,  and  of  this  I 
recently  had  an  example.  Investigating  the  pelvic  conditions 
of  a  case,  destined,  by  a  colleague,  for  ovariotomy,  I  found  the 
uterine  probe  pass  to  the  right  side  of  the  pelvis,  and  far  beyond 
the  limits  of  the  uterine  body,  which  was  pretty  easily  and  cer- 
tainly felt.  When  the  woman  was  on  the  operating  table,  I 
failed  to  pass  the  probe  again  through  the  tube,  probably  from 
the  unfavourable  circumstances  under  which  the  attempt  was 
made.  A  few  days  subsequently,  on  the  post-mortem  examina- 
tion, the  right  tube  was  observed  lying  in  the  route  which  the 
probe  had  taken,  and  its  uterine  extremity  was  patent,  not  to 
the  extent  of  being  big  enough  to  transmit  a  uterine  sound, 
with  the  ordinary  bulbous  point,  but  to  transmit  a  common 
surgical  probe. 

Interesting  evidence  of  the  patency  of  the  tubes  is  found  in 
the  intra-uterine  clots  sometimes  discharged  in  cases  of  metror- 
rhagia. These,  coming  away  as  models  of  the  uterine  cavity, 
bear  at  their  upper  angles  long  clots  drawn  out  of  the  tubes, 
and  found  hanging  from  the  main  intra-uterine  clot.  Appen- 
dages of  the  same  appearance  and  origin  may  be  found  attached 
to  the  decidua  in  cases  of  abortion  ;  t  but  these  are  decidual 
in  structure,  and  have  some  strength,  and  are  not  extracted 
from  the  tube,  but  are  part  of  the  tube.  They  do  not  indicate 
patency;  but  the  extraction  of  a  long  clot,  so  delicate  and 

*  Edmhurgh  Med.  Journal,  Nov.  1865,  p.  409;  also,  Ibid.  June,  1856, 
p.  1057.  See  also,  Hoening,  Berl.  Klin.  Woclienschr.,  No.  16,  April,  1870  • 
Hildebrandt,  Monatssclir.  f.  Gel.  und  Frauenhr,  Band  xxxi.  S.  447  • 
Biedert,  Berl  Klin.  Woclienschr.,  Oct.  1877,  and  Medical  Record, 
Jan.  IS,  i»78  ;  BischofE,  OorrespondenzUatt  fur  Scliiveizer  Aerzte,  Oct.  i 
1872  ;  Hennig,  ^aWi  der  inn.  toeibl.  GescMecldstlieile,  ii.  Ausgabe.  S 
3.  12  145  ;  Tait,  Lancet,  Oct.  19,  1872;  Klemm,  Monatssclir.  fiir  Qeb., 
Band  xxii  b.  478;    Elischer,  Deutsche  Med.  Wochenschr.,  April  ic 

1876,  &C.  &C.  '         L  J» 

t  Btsearches  in  Obstetrics.   By  the  Author,  p.  296. 
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perisliable  as  it  is,  attached  only  by  the  feeble  cohesion  of 
coagulation  to  the  main  intra-iiterine  clot,  indicates  a  decided 
patency  of  the  canal  from  which  it  passed.  In  Pirie's  case* 
"  the  upper  part  of  the  clot  was  firm,  even  somewhat  tough, 
and  the  tubal  cords  were  nearly  four  inches  long,"  In  the 
case  of  C.  Eokitansky  the  body  of  the  uterus  contained  "  a 
three-cornered  coagulum,  ending  above  on  both  sides  in  a  short 
thin  thread  running  to  the  tubes."  Whitehead  says  that,  in 
his  case, "  small  fibrous  prolongations  from  the  clot  corresponded 
to  the  Fallopian  tubes." 

Of  the  probable  evil  results  of  persistent  patency  of  the 
Fallopian  txihe,  the  following  is  an  example  related  to  me  by 
Mr.  Hewer,  as  having  occurred  in  the  practice  of  his  partner, 
Mr.  Caltlirop.  A  widow,  aged  forty-eight,  had  a  polypus  of 
the  cervix  snipped  off  by  scissors.  On  the  fifth  day  after  the 
operation,  her  sister  gave  her,  gently,  a  vaginal  injection  of 
warm  water  with  Condy's  fluid.  Whilst  receiving  the  injection 
the  patient  cried  out,  "  You  have  killed  me,"  and  was  seized 
with  sudden  pain  in  the  right  side  of  the  abdomen.  She  lived 
for  three  days,  in  great  pain  till  within  a  few  hours  of  her 
death.  On  post-mortem  examination  there  was  found  general 
peritonitis,  with  flaky  lymph  on  the  intestines.  The  right 
Fallopian  tube  was  seen  to  be  much  longer  ohan  the  left  and 
twice  as  broad :  it  was  also  freely  patulous.  The  section  of 
the  pedicle  of  the  polypus  was  healthy.  There  were  two  other 
polypi  in  the  cervix.  Here,  as  Mr.  Hewer  says,  it  was  plain 
that  the  injected  fluid  passed  into  the  peritoneal  cavity  through 
a  canalized  tube,  and  caused  peritonitis  and  death.  Of  this 
accident  many  cases  are  now  on  record,  the  injection  being 
either  vaginal  as  in  Hewer's  case,  or  intra-uterine. 

By  the  same  route  I  have  long  held  that  blood  frequently 
passes  from  the  uterine  cavity  into  the  peritoneal  cavity,  and 
gives  rise  to  hajmatocele.  Indeed,  I  incline  to  the  opinion 
that  this  diversion  of  blood,  whether  menstrual,  menorrhagic, 
or  metrorrhagic,  is  the  most  frequent  cause  of  this  not  uncom- 
mon disease.    Of  course,  it  is  necessary  to  suppose,  what  has 

'  *  Obstetrical  Journal,  January,  1880,  p.  5,  and  a  subsequent  cliapter 
of  this  book. 
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been  well  accounted  for,  that  the  morbid  course  of  the  blood  is 
mechanically  easier  than  the  natural  or  ordinary  one,  through 
the  cervix  uteri  into  the  vagina  ;  and  there  can  further  be  no 
doubt  that,  ordinarily,  even  when  the  tube  is  patent,  the  mechani- 
cally easier  progress  of  the  blood  is  through  the  cervix  into 
the  vagina.  Were  it  not  so,  hematocele  would  be  much 
more  frequent  than  it  is.  I  have  known  a  woman  lose  blood 
from  her  uterus  per  vaginam,  while  a  tube  was  freely  patent, 
allowing  the  passage  of  a  probe. 

Besides  the  passage  of  blood,  there  is  the  ahnost  certain, 
but  very  rare,  passage  of  a  lumbricus  through  a  patent  tube.* 
This  kind  of  passage  is  effected  by  the  movements  of  the 
animal. 

Further,  openness  of  a  tube  is  a  necessary  condition  for 
the  accomplishment  of  the  wandering  of  the  ovum  in  certain 
cases  of  extra-uterine  pregnancy. 

In  conclusion,  it  is  necessary  to  remember  that,  besides 
natural  and  morbid  conditions  of  patency,  there  may  be  un- 
natural absence  of  temporary  patency,  or  of  occasional  dilata- 
tion of  the  inner  ends  of  the  tubes  ;  for  it  is  probable  that  they 
dilate  during  sexual  excitement,  and  permit  the  passage  of  the 
semen.  Indeed,  it  is  scarcely  conceivable  that  the  semen  can 
permeate  the  tubes  while  they  are  in  their  usual  closed  state. 
This  absence  of  dilatibility  of  the  tubes,  or  their  rigidity,  may 
thus  be  a  cause  of  barrenness. 

The  proposal  of  Tyler  Smith  to  catheterize  the  tubes,  and 
thus  cure  sterility,  was  brought  forward  under  the  influence 
of  different  theoretical  views  from  those  expressed  in  this- 
chapter.  It  has,  as  yet,  led  to  no  more  practical  result  than 
the  proposal  of  Froriep  to  close  them  by  cauterization,  in  order 
to  produce  sterility. 

*  Winckel,  Die  Fatliologie  der  weihlichen  Sexualorgane,  S.  321. 
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ON  SPONTANEOUS  DILATATION  OF  THE  VIRGIN 
UTEEUS,  WITH  HEMORRHAGE. 

The  word  "spontaneous"  is  here  used  to  imply  absence  of 
any  well-ascertained  cause  or  meclianism  to  account  for  the 
expansion  of  the  cavities  of  the  organ.  Dilatation  is  here 
used  to  imply  at  least  a  greater  increase  of  the  cubical  capacity 
of  the  uterus  than  could  result  from  any  change  in  the  form 
of  the  healthy  cavity. 

Mere  nervous  inhibition  is,  of  course,  insufficient,  but  may 
have  part  in  the  causation.  There  is  nothing  attached  to  the 
uterus  and  growing  in  it,  such  as  an  ovum  or  a  polypus.  There 
is  nothing  inserted  into  the  uterus  and  growing  in  it,  such  as  a 
tent.  It  is  difficult  to  imagine  an  explanation  framed  upon 
our  knowledge  of  uterine  polarity  ;  or  of  the  force  of  increased 
retentive  abdominal  power — in  other  words,  of  altered  pressure 
relations.  Eapid  and  active  elongation  of  muscular  fibres  is  a 
hypothesis  which  has  been  invoked  by  Pettigrew"'"  to  explain, 
to  some  extent,  the  cardiac  diastole,  and  other  similar  pheno- 
mena ;  but,  so  far  as  I  know,  it  remains  a  hypothesis  without 
sufficient  basis. 

Cases  of  spontaneous  dilatation  with  hremorrhage,  after  jDar- 
turition,  are  common^  and  become  more  and  more  rare  as  time 
elapses,  counting  from  the  birth  at  term,  the  miscarriage,  or  the 
abortion. 

Dilatation  of  the  unimpregnated  organ,  in  connection  with 
disease,  and  with  or  without  haemorrhage,  is  not  rare.  It  is 
seen  in  cases  of  endometritis,  and  I  have  published  in  the 
Obstetrical  Transactions  of  London  for  1879  a  remarkable 
example  connected  with  ulceration  of  the  interior  of  the 

*  Physiology  of  the  Circulat  ion,  p.  217. 
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utsrus,  and  not  explained  by  the  attachment  to  the  fundus 
uteri  of  a  fibroid  wliich,  at  most,  could  have  produced  little 
expansion  of  the  uterine  cavity. 

Laboratory  experiments  such  as  those  of  Glenard  "  on  the 
dilatation  of  the  puerperal  uterus  are  greatly  desiderated  in 
this  matter. 

It  readily  occurs  to  the  mind  that  a  dilated  state  of  the 
otherwise  healthy  unimpregnated  uterus  is  not,  at  least  hitherto, 
a  matter  of  observation  in  the  post-mortem  theatre  ;  and  on 
this  point  I  would  make  one  reflection.  The  open  state  of  the 
uterine  end  of  a  Fallopian  tube  has  been  seen  in  post-mortem 
examinations  only  a  very  few  times,  very  much  seldomer  than 
would  be  expected,  considering  its  frequent  occurrence  during 
life.  The  contracted  and  closed  state  of  tlie  bladder  is  not 
rarely  seen  in  the  post-mortem  theatre,  and  is  found  in  homa- 
lographic  sections  of  frozen  corpses ;  while  during  life  it  is  a 
very  rare  condition. 

My  cases  occurred  in  women  whose  uteri  were  otherwise 
healthy.  They  attracted  attention  tJirough  the  copious 
hemorrhage  which  was  present  in  both  of  them  ;  and  it  is  to 
be  particularly  noticed  that,  in  both,  the  cervix  uteri  was 
widely  open  and  the  uterus  not  displaced.  In  both  there 
were  observed  only  recent  clots,  without  any  trace  of  advanced 
decolorization. 

Dr.  Whitehead  has  published  a  case  which  is  to  be  found 
in  the  London  Medical  Gazette  for  1846,  p.  549.  The  case 
was  one  of  simple  menorrhagia  in  a  girl  aged  seventeen,  which 
proved  fatal.  The  clot  found  in  it  indicates,  almost  with  cer- 
tainty, dilatation  of  the  whole  uterus  much  above  the  natural 
dimensions  of  its  cavities;  for  the  clot  was  globose,  or  of  con- 
siderable thickness.  The  "  clot,  from  its  lower  extremity,  which 
terminated  at  the  os  tincte,  to  the  part  situated  at  the  fundus 
uteri,  measured  two  inches  and  a  cjuarter;  and  between  its 
two  horns,  one  inch  and  three-quarters."  To  this  description  I 
can,  through  the  kindness  of  Dr.  Whitehead,  add  the  following 
particulars  :— The  clot  was  globose  on  all  sides,  including  that 

*  Archives  ch  Tocologie,  Aout,  1876,  p.  468.  See  also  British  Medical 
Jov/rnal,  October  27,  1877,  p.  584. 
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corresponding  to  the  fundus  uteri,  and  it  had  no  ridge,  or  sulcus, 
forming  an  edge.  Its  thickness  was  not  specially  measured, 
hut  was  about  one  half  inch.  Small  fibrinous  prolongations 
from  the  clot  corresponded  to  the  Fallopian  tubes. 

My  first  case  occurred  several  years  ago  in  the  Eoyal 
Infirmary  of  Edinburgh,  and  the  circumstances  of  my  removal 
to  London  prevent  my  giving  fuller  details  of  it  than  I  now 
subjoin.  I  was  called  by  Dr.  Muirheadto  see  the  sister  of  one 
of  the  medical  wards,  who  was  flooding.  She  was  a  pallid,, 
black-haired  lady,  in  whom  the  menopause  was  believed  to  be 
at  hand.  She  was  unmarried,  and  examination  revealed 
virginal  condition  of  the  hymen.  The  flooding  was  copious, 
like  that  of  an  abortion,  and  it  had  lasted  so  long  as  to  produce 
great  anaemia  and  its  constitutional  symptoms.  The  vagina 
and  uterus  were  filled  with  soft  clot.  The  cervix  uteri  was 
widely  open,  so  that  the  finger  could  be  passed  through  it  into 
the  cavity  of  the  body  of  the  uterus,  which  was  expanded  so  as 
to  be  of  dimensions  equal  to  that  of  a  small  lien's  egg.  The 
litems  was  natural  in  other  respects,  bi-manual  examination  of 
a  satisfactory  kind  revealing  no  deformation  of  it  by  tumour  or 
otherwise.  Ordinary  treatment  was  used,  and  she  recovered. 
The  conditions  found  here  had  not  previously  been  observed  by 
me ;  they  were  so  like  those  of  recent  abortion  that,  recognizing 
the  greatest  improbability  of  pregnancy,  I  made  such  inquiries 
as  satisfied  me  that  the  risk  of  its  occurrence  had  never  been 
incurred. 

The  second  case  occurred  in  the  practice  of  Dr.  Phie,  of 
Dundee,  and  I  am  indebted  to  him  for  valued  notes  regarding 
it.  Unfortunately,  a  post-mortem  examination  was  not  per- 
mitted :  but  the  case  was  so  carefully  observed  and  examined 
by  competent  men  that  it  has  positive  value,  even  without  such 
confirmation  as  an  autopsy  would  have  afforded. 

This  case  was  one  of  hasmophilia ;  and,  in  that  point  of 
view,  it  is  worthy  of  study.  I  must  satisfy  myself  by 
referring  those  who  take  an  interest  in  this  aspect  of  it  to 
the  work  of  Dr.  Wickham  Legg,*  and  especially  to  the  chapter 
entitled,  "  On  Certain  Hsemorrhagic  Diatheses  in  Women." 

*  A  Treatise  on  Hcemojphilia.    Londcui,  1872. 
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Almost  entirely  from  the  notes  of  Dr.  Pii'ie  I  give  the 
following  account,  which  I  preface  by  his  remarks,  that 
purpura  spots  and  bleeding  gums  were  present  during  most  of 
the  illness,  and  that  epistaxis  occurred  more  frequently  tlian 
the  occasions  mentioned  : — 

M.  E.,  aged  nineteen  years  and  eight  months ;  a  tall,  well- 
nomrished  yoxmg  lady,  who  had  up  to  this  illness  enjoyed 
good  health.  Catamenia  had  been  regular,  but  generally 
rather  copious,  the  flow  continuing  for  a  week  or  a  little 
more. 

April,  1875. — Seized  with  an  alarming  attack  of  epistaxis, 
inducing  syncope  and  prolonged  weakness. 

August  23. — Has  been  in  good  health  since  the  ejjistaxis. 
Is  now  marked  on  arms  and  legs  with  purpura  spots,  which, 
she  says,  appeared  soon  after  a  quick  walk  to  catch  a  train. 
Catamenia  this  month  very  profuse,  and  lasting  for  ten 
■days. 

September. — Purpura  spots ;  gums  readily  bleed.  Went  for 
a  trip  in  the  Highlands  according  to  Dr.  Pirie's  advice.  When 
she  reached  Dunkeld  alarming  flooding  came  on,  on  the  first 
day  of  the  menstrual  flow.  Attended  by  Dr.  Cuthbert ;  she 
lost  a  large  quantity  of  blood,  with  numerous  clots.  Became 
antemic  and  prostrate. 

October. — About  the  middle  of  this  month  she  returned  to 
Dundee,  pallid,  waxy-looking,  very  weak.  Strength  was 
gradually  regained,  and  she  became  able  to  go  about  the 
house. 

November  i  o. — Catamenia  returned,  comparatively  moderate 
in  quantity,  but  lasted  about  two  weeks.  Por  a  time  the  loss 
was  profuse  and  some  clots  were  passed,  soft  and  of  con- 
siderable size.  Examination  per  vaginam  revealed  a  patulous 
state  of  the  cervix,  which  was  otherwise  healthy.  No  polypi 
seen  or  felt.  Occasionally  a  clot  in  the  open  cervix  gave  the 
deceptive  impression  of  a  polypus.  Clot  could  be  expelled  from 
the  uterus  by  pressing  on  its  posterior  wall. 

December. — Towards  the  end  of  this  month  catamenia  again 
:appeared,  and  after  a  few  days  became  very  copious.  Numerous 
clots  passed,  occasionally  with  much  pain.  Anemic,  faint, 
pulse  rapid  and  thready.    Uterus  injected  with  the  liquor 
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ferri  perchloridi  diluted  with  about  one-tliird  of  water ;  this 
followed  by  immediate  and  continued  arrest  of  hsemonaiage. 
At  this  time  Dr.  Matthews  Duncan  was  first  communicated 
with,  who  advised  the  iron  injection,  if  required.  After  this, 
great  improvement  of  general  healtli. 

January  14,  1 876.— Catamenia  began  this  day.  This  period 
passed  with  great  loss. 

February. — Catamenia  not  alarming  in  qua,ntity. 

March. — No  notes  kept.  If  catamenia  did  appear,  the  flow 
was  not  excessive. 

Ajjril  1 1.— Health  improving  till  this  time.  Has  been 
out  of  doors,  taking  exercise.  Takes  food  well.  Catamenia 
have  been  present  for  a  few  days,  rather  copious,  with  occasional 
clots.  Great  weakness.  As  bleeding  continued  copiously,  iron 
injection  was  again  used,  but  in  vain. 

April  15. — Bleeding  continues  from  womb,  and  epistaxis  has 
begun.  It  continued  till  next  day,  when,  after  consultation 
with  Dr.  Mmnio,  the  bleeding  nostril  was  plugged, 

April  1 7. — Dr.  Matthews  Duncan  visited  her  to-day.  ISTasal 
plug  removed.  Menses  still  flowing.  Pulse  120.  Dr.  D. 
found  the  os  uteri  open  so  as  to  admit  a  finger  through  it  and  the 
whole  length  of  the  cervix.  The  finger  could  be  pressed  through 
the  internal  os  so  as  to  detect  the  widely- expanded  cavity  of 
the  body.  The  spleen  was  found  to  be  large. 

April  19. — As  menses  still  flowed,  a  sponge  tent  was,  at 
Dr.  D.'s  suggestion^  passed  through  the  cervix  to  dilate  it  for 
exploration  of  the  whole  uterine  cavity.  On  the  following  day, 
the  sponge  tent  having  been  removed,  the  uterus  was  examined 
by  Drs.  Pirie,  Mmmo,  and  Greig.  Nothing  was  found  in  its- 
cavity,  nor  any  tumour  or  deformity  of  the  uterus  detected. 
Its  walls  were  soft  and  flaccid.  A  drachm  of  liquor  ferri 
perchloridi  Avas  injected  into  the  uterus,  causing  much  pain  for 
an  hour. 

April  21. — Clots  still  coming  away  with  red  discliarge. 
Pulse  increasing  in  frequency.  Strength  failing.  Is  very 
exsanguine. 

April  22. — Epistaxis  severe  ;  nostril  plugged. 
April  24, — Nasal  plug  removed;  bleeding  returned.  Plug  re- 
introduced.  Os  uteri  plugged  with  lint  soaked  in  matico  infusion. 


ON  DILATATION  OF  THE  VIRGIN  UTERUS.  4S5 

April  25.— Discharge  from  uterus  slight,  with  clots  occa- 
sionally.   Pulse  feeble,  I44-    ^^ose  plugged. 

April  26.— Continues  as  before.  Uterus  found  filled  witli 
a  clot,  which  was  expelled  by  pressure ;  was  a  pear-shaped  cast 
of  the  uterine  cavity,  measured  2^  inches  in  length.  At  the 
angles  of  its  upper  end,  and  corresponding  to  the  position  of 
the  Fallopian  tubes,  M^as  on  each  side  a  slender  fibrinous  cord. 
The  upper  part  of  the  clot  was  firm,  even  somewhat  tough,  and 
the  tubal  cords  were  nearly  4  inches  long. 

April  2  7 , — Unconscious. 

April  28. — Died. 

In  the  course  of  the  treatment,  iron  and  quinine,  nux 
vomica,  ergot,  gaUic  acid,  iron  and  turpentine,  were  at  different 
times  given.  Astringent  injections  of  alum  were  used ;  also 
the  injection  of  sulphate  of  copper,  in  powder,  &c. 

Eecently  in  "  Martha  "  a  case,  in  a  young  girl,  has  occurred. 
It  was  very  carefully  observed.  The  flooding  was  copious. 
The  neck  of  the  womb  was  permeable  by  a  finger,  its  tip 
entering  the  proper  uterine  cavity.  Abortion  was  naturally 
suspected  ;  but  examination  and  inquiry  combined,  on  every 
point,  to  exclude  such  a  supposition. 

The  only  authors,  so  far  as  I  know,  who  make  any  remarks 
bearing  closely  on  this  subject  are  Kiwisch,  Scauzoni,  and 
West. 

In  liis  chapter  on  fibrinous  polypus,  Kiwisch  says  :  * — 
"  The  apoplectic  effusion  can  in  intelligible  manner  be  only 
very  inconsiderable  in  the  contracted  state  of  the  uterus,  yet  it 
is  to  be  remarked  that  under  peculiar,  to  us  unknown,  condi- 
tions this  effusion  may  be  connected,  through  continuance  for  a 
considerable  time,  with  contemporaneous  expansion  and  soften- 
ing of  the  whole  uterus,  especially,  however,  of  the  more  yielding 
cervical  canal,  so  that  the  blood-clot,  as  well  as  the  cavity  en- 
closing the  same,  reaches  a  not  inconsiderable  dimension," 
Kiwisch  adduces  ho  fact  or  case  in  confirmation  of  this  view. 
It  is  the  subject  of  fibrinous  polypus  that  he  is  discussing ; 
and  no  fact  or  case  supporting  his  view  has,  to  my  knowledge, 
ever  been  published.    My  cases,  above  narrated,  are  of  quite 


*  KliniscliG  Vortrdge.   Prag,  1851.    S.  472. 
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another  kind.  It  is  interesting,  however,  to  note  that  the 
possibility  of  the  expansion  of  the  contracted  uterus  had 
occurred  to  his  mind. 

Kiwisch  does  not  expressly  suggest  the  possibility  of  the 
expansion  of  the  virgin  uterus,  and  his  further  remarks,  as  to 
cases  of  fibrinous  polypus  always  occurring  in  women  'accus- 
tomed to  sexual  connection,  do  not  encourage  the  belief  that 
he  had  any  good  reason  to  entertain  it.  Besides,  it  is  important 
to  add  that  now  the  opinion  is  everywhere  held  that  fibrinous 
polypus  occurs  only  after  abortion,  miscarriage,  or  delivery  at 
full  time.  No  case  of  its  occurrence,  uncomplicated,  at  any 
other  time,  has,  so  far  as  I  know,  been  observed  or  published. 

Scanzoni  discusses  the  views  of  Kiwisch  as  of  the  original, 
and  therefore  somewhat  imperfect,  describer  of  fibrinous 
polypus.  He  says,*  that  "  neither  in  the  experience  of  others 
nor  of  himself  is  a  well-made-out  case  kno-^Ti  in  which  the 
structm-e  in  question  has  become  developed  inside  a  quite 
normal,  not  dilated,  uterine  cavity  surrounded  by  walls  not 
abnormally  distensible."  In  another  passagef  more  pertinent 
to  the  subject,  Scanzoni  says  :  "  We  cannot  allow  it  to  pass 
unremarked,  that  we  remember  no  case  where,  in  a  young 
individual  of  age  susceptible  of  conception,  an  in  some  degree 
copious  collection  of  blood  had  made  itself  known  in  the  cavity 
of  an  otherwise  quite  healthy  uterus,"  In  yet  another  passage 
pertinent  to  the  subject,  he  says  :  "  Let  us  now  admit  that,  as 
appears  to  us  in  no  way  possible,  the  completely  healthy,  un- 
yielding uterine  walls  should,  by  blood  collecting  in  its  cavity, 
to  which  at  the  same  time  outflow  is  permitted  through  the 
open  cervical  canal,  undergo  such  distension  that  its  cavity  might 
conceal  a  blood-clot  as  big  as  a  hen's,  or  even  a  goose's  egg." 

From  these  writings  of  Scanzoni  it  is  plain  that  he  had, 
much  more  precisely  than  Kiwisch,  defined  the  open  questions 
in  this  matter,  and  had  reached  defuiite  conclusions  regarding 
the  matter,  and  for  this  we  are  indebted  to  him.  Yet  we  hope 
that  we  have  not  only  clearly  expressed,  but  also  corroborated, 

*  Lehrhucli  der  KraiiJcheiten  der  weihlicJien  Sexualorgane,  IVte 
Auflage,  1867.    S.  303. 
t  Ibid.  S.  299. 
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if  not  proved,  by  cases,  the  opposite  opinion — that  it  is  quite 
possible  that  a  healthy  imimpregnated  uterus  may  be  distended 
so  as  to  contain  a  blood-clot  as  big  as  a  hen's  egg,  while  out- 
flow is  permitted  through  the  open  cervical  canal. 

Dr.  West*  has  not  given  any  special  consideration  to  the 
point  we  have  been  more  particularly  discussing.  He  agrees 
on  the  matter  of  the  production  of  fibrinous  polypi  with 
Scanzoni,  and  appears  to  coincide  with  his  views  generally,  f 

*  Lectures  on  Diseases  of  Women,  fourtli  edition,  p.  254. 
t  For  some  pertinent  remarks  see  Eeeve,  Gynec.  Trans,  of  America, 
1884,  vol.  ix.  p.  69. 
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LII. 

ON  INTRAUTERINE  MENSTRUAL  COAQULA. 

I  ADOPT  this  title  because,  when  long  ago  I  was  considering 
the  subject,  my  attention  was  strongly  attracted  to  a  paper  by 
Dr.  Haddon  *  bearing  the  same.  But  the  title  is,  for  me,  far 
from  being  faultless,  for  it  implies  that  the  clot  is  formed  of 
menstrual  blood,  which  may  be  the  case,  but  is  by  no  means 
necessarily  so.  There  are  two  good  reasons  for  adhering  to  it 
— namely,  that  it  is  not  easy  to  find  another  equally  brief,  and 
that  it  implies  a  distinction,  which  I  am  sure  ought  to  be  care- 
fully maintained,  of  such  coagula  from  what  I  call  puerperal 
coagula,  or  those  formed  during  the  contiuance  of  the  puerperal 
state. 

The  laws  of  the  formation  of  puerperal  coagula  are  different 
from  those  of  the  formation  of  menstrual.  The  former  are 
produced  while  the  uterus  is  still  large,  and  possesses  a  cavity 
larger  than  that  of  the  virgin  or  ordinary  healthy  unimpreg- 
nated  oi-gan.  While  puerperal  coagula  are  being  formed  the 
large  uterus  may  be,  and  is  very  frequently,  still  further  spon- 
taneously dilated.  The  same  cannot  be  said  of  menstrual 
coagula,  or  can  be  said  only  in  very  rare  exceptional  instances. 

Menstrual  coagula  may  be  formed  in  the  otherwise  healthy 
virgin  uterus,  or  in  the  otherwise  healthy  uterus  of  the  unim- 
pregnated  woman,  after  the  puerperal  state  has  passed. 

The  cubical  contents  of  the  unimpregnated  uterus  have 
been  made  matter  of  careful  study,!  and  on  this  subject  it  is 
necessary  to  make  some  remarks.  The  cavity  of  the.  cervix  is 
rarely  a  mere  potential  cavity,  being  generally  almost  replete 

*  Mlinhurgh  Medical  Journal,  January,  1872,  p.  611. 
t  See  the  chapter  "  On  Some  Points  in  Metrology,"  in  my  work 
entitled  Researches  in  Ohstetrics,  p.  435. 
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with  glassy  mucus,  in  a  mass  of  some  thickness.  The  cavity 
of  the  body  of  the  uterus  is  naturally  rather  a  potential  cavity, 
like  that  of  the  peritoneum,  than  a  real  cavity.  It  is  a  cavity 
of  two  dimensions,  length  and  breadth,  while  its  depth  is  little 
or  none,  there  being  separation  of  the  anterior  and  posterior 
walls  only  by  a  thin  layer  of  uterine  mucus.  But  the  cavity 
of  the  body  of  the  •  uterus,  lilce  that  of  the  peritoneum,  may, 
by  the  introduction  of  contents,  become  a  real  cavity  of  three 
dimensions.  The  uterus  may  be  regarded  as  more  distensible 
during  life  than  after  death,  and  as  also  probably  more  distensible 
durino'  menstruation  than  at  other  times.  AVhen  it  is  thus 
distended,  without  other  alteration  than  arises  from  the  change 
of  the  relative  position  of  its  walls,  it  may  contain  a  blood-clot 
of  some  size.  This  blood-clot  may  reach  a  bulk  equal  to 
nearly  one-half  a  cubic  inch,  its  shape  being  that  of  a  flattened 
and  somewhat  triangular  mass. 

That  blood-clots  not  rarely  occur  in  the  otherwise  healthy 
unimpregnated  uterus  there  can  be  no  doubt.  Like  many 
others,  I  have  seen  them  in  post-mortem  examinations,  and  one 
is  mentioned  by  Dr.  West  *  as  having  been  observed  in  a  case 
where  the  loss  of  blood  from  the  uterus  was  fatal  from  its 
quantity  and  long  continuance.  The  clots  which  I  have  seen 
in  autopsies  have  been  soft.  Such,  during  life,  break  down  and 
are  discharged  as  a  brown  fluid,  or  they  may  become  harder 
and  be  expelled  from  the  womb  and  from  the  vagina  as  dark-red 
clots.  Eegarding  such  menstrual  clots,  Scanzonif  expresses 
what  is  both  the  truth  and  the  general  professional  opinion' 
when  he  says :  "  With  special  reference  to  the  peculiarities  of 
tlie  blood  effused  into  the  uterine  cavity,  we  cannot  allow  it  to 
pass  unnoticed,  that  we  recollect  no  case  in  which,  in  a  young 
woman,  still  within  the  age  of  capability  of  conception,  a  con- 
siderable copious  collection  of  blood  has  been  shown  to  take 
place  in  the  cavity  of  the  otherwise  quite  healthy  uterus.  In 
the  most  perfect  cases,  it  was  no  more  than  a  bloody  layer 
loosely  adhering  to  the  internal  surface,  and  placed  with  its 

*  Lectures  on  the  Diseases  of  Women,  fourtli  edition,  p.  66. 
t  Lehrhuch  der  Kranhheiien  der  loeiblichen  Sexualorgane.  lYte 
Aufiage,  Band  i.  S.  299. 
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long  axis  parallel  to  the  long  axis  of  the  organ  or  a  clot  from 
I — 2'"  thick,  presenting  the  three-cornered  form  of  the  cavity, 
and  that  projected  more  or  less  deeply  through  the  internal 
orifice  into  the  cavity  of  the  cervix.  The  characters  of  such 
clots  were  less  distinct  in  proportion  as  the  death  of  the  affected 
individual  occurred  at  a  more  remote  time  from  the  last 
monthly  period,  so  tliat  no  healthy  uterus  has  come  before  us, 
in  which  fourteen  days  after  last  menstruation  there  was  still 
to  be  found  a  trace  of  the  bloody  effusion  that  had  taken  place. 
We  must,  therefore,  lay  it  down  as  a  rule,  certainly  admitting 
only  most  rare  exceptions,  that  blood  effused  through  a  healthy 
uterine  cavity  is  always  completely  removed  before  the  time  of 
the  next  catamenial  period,  so  that  the  clot  produced  in  a  former 
never  can  be  enlarged  by  that  of  the  next  following  period." 

In  this  passage  there  are  two  important  statements :  first, 
that  a  menstrual  clot  never  has  been  observed  in  the  uterus  by 
Scanzoni  more  than  fourteen  days  after  last  menstruation,  and 
that  such  a  clot  is  always  removed  not  later  than  next  men- 
struation ;  second,  that  a  menstrual  clot  is  never  augmented 
by  additions  derived  from  successive  periods. 

Upon  the  second  assertion  of  Scanzoni  I  make  no  comment. 
It  is  a  corollary  from  the  first,  and  I  know  of  nothing  tending 
to  an  opposite  conclusion.  Especially,  I  never  saw  or  heard  of 
a  menstrual  clot  having  difi'erent  layers  of  different  ages  and 
corresponding  degrees  of  decolorization. 

Scanzoni  does  not  even  mention  a  decolorized  menstrual 
clot.     Such  a  clot  I  have  seen ;  and  the  case  affords  an 
example,  which  is  one  of  the  rare  exceptiens  to  what  I  have  * 
called  his  first  statement,  regarding  the  shortness  of  residence 
of  menstrual  clots  in  the  uterine  cavity. 

Miss  K,  aged  thirty- three  (1856)  ;  has  long  suffered  from 
menorrhagia,  and  recently  from  a  thin  brownish  discharge. 
Hymen  entire.  Hymeneal  orifice  very  small.  Hymen 
ruptured  by  examining  finger,  which  finds  in  the  vagina  a 
body  which  is  removed.  It  was  in  close  apposition  to  the 
cervix  uteri.  It  is  a  rounded,  scarcely  triangular,  blood-clot, 
having  the  area  of  about  a  shilling  and  about  a  line  and  a 
half  in  thickness.  It  is  dark-coloured  in  the  interior,  and  on 
the  surface  completely  decolorized  at  parts.    No  other  morbid 
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condition  was  discovered.  My  impression,  formed  and  noted 
at  the  time,  after  careful  consideration,  was  that  it  was  a 
menstrual  clot  which  had  been  expelled  from  the  uterus ;  and 
I  still  adhere  to  that  opinion.  It  is  not  inconceivable  that 
such  a  clot  should  form  in  the  vagina  and  become  decolorized! ; 
but  it  is  improbable.  I  have  no  doubt  that  this  was  a  simple 
menstrual  clot  formed  within  the  nterus  and  decolorized  while 
there.  It  had  no  doubt  remained  there  during  a  whole 
menstrual  interval  and  been  discharged  from  the  womb  into 
the  vagina  at  the  next  succeeding  catamenial  period.  The 
evidence  afforded  by  tliis  case,  while  it  meantime  satisfies  me, 
is  not  absolutely  conclusive.  At  all  events  it  was  such  a  clot, 
in  point  of  size,  as  might  be  accommodated  in  a  virgin  uterus 
without  supposing  dilatation  more  than  might  take  place 
through  mere  change  of  form  in  the  menstruating  organ.* 

An  interesting  example  of  menstrual  clot  is  recorded  by 
C.  Eokitansky.t  He  regards  the  case  as  one  of  fibrinous 
polypvis,  but  that  is  a  manifest  error,  for  it  had  no  attachment 
to  the  uterus  and  had  not  the  shape  of  a  polypus.  He  further 
regards  the  case  as  settling  in  favour  of  Kiwisch  the  question 
on  the  subject  of  fibrinous  polypus  which  Scanzom  had  raised : 
and  this  it  is  far  from  doing,  for  Eokitansky's  case  affords  no 
evidence  that  the  woman  was  a  virgin  or  had  not  been  recently 
pregnant,  although  tliis  may  be  fairly  assumed  ;  and  I  assume 
this  in  placing  it  here.  But  Eokitansky's  case  does  not  show 
any  enlargement  and  dilatation  of  the  body  of  the  utervis,  such 
as  Kiwisch  postulated  and  made  the  chief  point  of  his  hypo- 
thesis as  to  the  formation  of  fibrinous  polypi.    To  this  subject 

*  Olshausen's  case  is  probably  like  the  one  narrated  in  the  text.  (See 
Die  Krankheiten  cler  Ovarien,  Stuttgart,  1877,  S.  19.)  But  there  are  not 
data  justifying  for  it  a  place  in  any  category.  He  describes  it  thus, 
Haematoma  Ovarii  dextri  nach  Scorbnt.  Zugleich  polyposes  HeBmatoni 
der  Uterus,  und  Hsematosalpinx  lateria  sinistri. 

t  Wochenhlatt  d.  Zeitscli.  der  E.  K.  Ges.  der  Aerzte  in  Wien,  1866, 
No.  21.  This  case  is  reported  , by  Gusserow  in  the  Medic.  Oentralhl. 
1866:  and  it  is  necessary  to  warn  the  readers  of  the  latter  that  the  case 
is  there  given  erroneously  in  important  particulars.  Winckel  (Pathology 
and  Treatment  of  Childhed,  Cha-dyfick' a  transl.,  p.  161)  appears  inclined 
to  adopt  the  erroneous  view  of  Eokitansky  as  to  the  evidence  afforded  by 
this  case  against  Scanzoni. 
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I  shall  presently  recur ;  and  I  now  subjoin  notes  of  Eokitansky's 
case. 

Joseplia  Zobel,  an  unmarried  ^voraan;  said  she  began  to 
menstruate  the  day  before  she  had  an  accident,  which  proved 
fatal  in  five  days.  She  was  struck  on  the  head  by  a  tile 
\\'hile  on  a  ladder,  and  had  a  fall  which  injured  lier  head  and 
spine  very  severely.  In  the  autopsy,  the  ovaries  were  found 
rather  large,  the  left  united  to  its  tube,  and  considerable  false 
membranes  stretched  fi'om  it  to  the  posterior  side  of  the  broad 
ligament  and  of  the  uterus  as  far  as  the  bottom  of  the  vesico- 
vaginal excavation.  In  its  superficial  Ikjox  posteriorly  was  a 
dark-brown  coagulum  enclosed  by  a  quite  thin  greenish- 
yellowish  stratum  luteum.  The  right  ovary  studded  with 
large  peripheral  follicles.  The  uterus,  large,  thick-walled, 
almost  three  and  a  half  inches  long  ;  the  body  one  and  three 
quarter  inches  broad,  and  seven  and  a  half  lines  thick.  In 
the  cavity  of  its  body  a  three-cornered  coagulum,  ending 
above  on  both  sides  in  a  short  thin  thread  running  to  the 
tubes,  below  prolonged  into  a  considerable  spindle-shaped  mass. 
This  last  lies  in  the  cervix,  which  appears  spherically  dilated  ; 
it  is  at  the  same  time  somewhat  looser  than  the  upper  part 
found  in  the  cavity  of  the  body  of  the  uterus.  Both,  however, 
consist  of  a  peripheral  reddish-brown  fibrin  layer,  felt-like  on 
its  outer  surface.  In  the  interior  is  found  a  loose  dark -red 
clot,  besides  a  little  equally  dark  fluid  blood.  The  mucous 
membrane  of  the  uterus  is  somewhat  loosened  in  its  texture 
with  a  surface  just  perceptibly  felted.  The  orificium  externum 
is  rounded,  freely  permeable,  without  cicatrix.  In  the  vagina 
some  bloody  slime. 

This  case,  then,  is  an  example  of  a  so-called  menstrual  -  clot 
occupying  both  the  body  and  neck  of  the  womb ;  but,  so  far  as 
the  detaiis  go,  neither  of  these  cavities  was  dilated  and  enlarged 
beyond  what  is  implied  in  mere  repletion.  The  clot  was 
formed  while  the  canal  of  the  cervix  was  patent,  and  no  flexion 
or  other  displacement  of  the  uterus  is  noted  as  having  been 
present. 

In  the  preceding  chapter  I  have  narrated  cases  that  might, 
in  a  loose  way  of  speaking,  be  said  to  present  menstrual  clots. 
But  the  soft  clots  of  these  cases  appear  to  me  to  belong  to  a 
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different  category,  and  to  demand  separation,  and  separate 
consideration,  from  the  subject  of  old  menstrual  clots.  They 
are  cases  of  haemorrhage,  and  the  clots  were  present  wMle 
tlae  hasmorrhage  was  going  on  and  while  the  cervix  was 
Avidely  open,  and  not  at  any  other  time,  so  far  as  is  known. 
No  doubt  they  might  possibly  have  come  to  present  true 
retained  menstrual  clots,  such  as  are  described  in  this  chapter ; 
but  their  histories  reveal  no  such  occurrence  as  having  actually 
taken  place.  Besides,  in  them,  the  uterine  cavities  were 
expanded  to  a  greater  extent  than  could  be  accounted  for  by 
mere  change  of  form. 

We  now  come  to  consider  the  question  :  Can  the  otherwise 
healthy  virgin  uterus,  or  the  unimpregnated  uterus  at  a  remote 
period  from  childbirth  or  abortion,  be  dilated  by  a  menstrual 
clot  beyond  its  ordinary  dimensions  when  replete  ?  In  other 
words,  do  menstrual  clots — say,  of  the  size  of  a  small  hen's 
egg — occur,  enclosed,  in  the  otherwise  healthy  unimpregnated 
uterus  ?  JSTo  one  has,  so  far  as  I  know,  ever  observed  such  a 
condition. 

In  a  passage,  which  I  quoted  from  Kiwisch,  he  expresses  liis 
belief  that  such  an  occurrence  may  take  jplace.  But  it  is  to  be 
remembered  that  he  was  trying  to  account  for  the  formation  of 
fibrinous  polypus,  and  this  at  a  time  when  little  was  known  of 
that  disease ;  and  it  is  important  to  add  that  the  difficulties 
experienced  by  Kiwisch  have  been  overcome  without  adopting 
Kiwisch's  hypothesis  of  dilatation  of  the  body  of  the  uterus. 
The  theory,  indeed,  of  fibrinous  polypus  is  now,  on  the  whole, 
satisfactorily  made  out. 

Commenting  upon  Kiwisch,  Scanzoni  not  only  says  that 
there  is  no  history  of  the  occurrence  of  such  dilatation  of  a 
healthy  unimpregnated  uterus  by  a  clot,  but  adds  his  belief 
that  the  notion  is  untenable. 

For  myself,  I  have  no  hesitation  in  meantime  expressing  my 
opinion  that  dilatation  of  the  otherwise  healthy  unimpregnated 
uterus,  so  as  to  enclose  and  retain  a  large  clot,  is  an  occurrence 
not  highly  improbable.  Tor  this  opinion  I  have  tin-ee  reasons  : 
first,  the  histories  of  cases  of  dilatation  with  haimorrhage  such 
as  I  have  narrated ;  second,  the  fact  that  the  puerperal  uterus, 
or  uterus  that  has  been  recently  pregnant,  is  capable  of  such 
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dilatation  ;  and,  tliird,  the  almost  certain  occurrence  of  dilata- 
tion of  the  otherwise  healthy  uninipregnated  uterus  without 
the  formation  and  retention  of  a  clot  within  it.  For  the 
solution  of  the  question  whether  Scanzoni's  opinion  or  mine 
is  right,  we  must  await  the  arbitrament  of  pathological  facts. 
The  case  of  Kokitansky,  as  already  reported,  does  not  settle  it. 

I  know  that  several  authors,  in  systematic  works,  do,  in  a 
casual  way,  speak  of  such  retention  of  clots  as  Scanzoni  declares 
to  be  incredible,  but  I  do  not  refer  to  them  specially.  No 
cases  or  other  relative  facts  are  given  by  these  authors  in 
support  of  the  assertions  ;  and  it  is  plain,  on  perusing  the 
remarks  referred  to,  that  they  are  made  without  due  and  full 
consideration  of  the  important  points  involved  in  the  question 
we  are  considering. 

The  cases  of  menstrual  coagula  recorded  by  Dr.  Haddon  * 
would  be  sufficient  evidence  in  proof  of  the  opinion  which  I 
hold,  did  they  belong  to  the  kind  of  cases  under  discussion. 
In  both  of  his  cases  the  clot-mass  was  as  large  as  a  small 
hen's  egg.  One  was  from  a  woman,  aged  twenty-eight, 
supposed*^  to  be  a  virgin,  but  who  had  missed  a  monthly 
period.  The  other  was  from  a  breeding  woman,  who  had  also 
missed  a  period.  In  both  the  clots  contained  a  cyst,  having  a 
smooth  Hning  membrane,  and  containing  clear  serum.  These 
facts  recorded  regarding  them,  make  it  plain  that  they  do  not 
come  into  the  same  category  with  the  cases  discussed  here.  . 

The  ^reat  enlargement  of  the  cavity  of  the  body  of  the 
vircrin  0?  unimpregnated  uterus  when  diseased  is  well  known  ; 
and  clots  may  form  within  it  and  be  retained,  and  become 
more  or  less  decolorized.  The  cause  may  be  inflammation,  or 
cancer,  or  it  may  be  a  mucous  polypus,  or  a  fibroid  m  any 
situation.  Of  such  clots  the  case  of  Schulhof,t  commented  on 
by  Graily  Hewitt,  is  an  example.  ,  ,1    ,   .     .  ,i  . 

It  is  a  general  belief  that  the  cavity  of  the  body  0  the 
uterus  may  be  largely  dilated  in  consequence  of  stenosis  of  the 
internal  or  external  os  uteri,  or  of  obstruction  produced  by 
fleln  it  but  of  this  I  am  not  convinced.    If  one  could  dare, 

*  minhunih  Medical  Journal,  vol.  xvii.  p.  61 1. 

t  See  Graily  Hewitt's  J)ma.e,  of  Wcm  third  editiou,  p.  ,,jQ. 
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in  such  a  difficult  and  complicated  question,  to  trust  implicitly 
to  a  logical  argument  apparently  sound,  the  question  is  settled 
by  such  personal  experience  as  I  have  had.  For  I  have 
frequently  seen  dilatation  without  stenosis  ;  and  all  the  marked 
cases  of  stenosis  which  I  have  seen  have  heen  without  accom- 
panying dilatation.  I  have  not  seen  dilatation  for  which 
there  was  no  explanation  but  stenosis ;  nor  have  I  read 
of  such. 

As  an  argument  in  favour  of  the  probable  occasional 
occurrence  of  a  considerable  clot  with  dilatation  of  an  other- 
wise healthy  unimjpregnated  uterus,  I  have  adduced  the  almost 
certain  occurrence  of  dilatation  without  tlie  enclosure  and 
retention  of  a  clot  within  it ;  and  I  conclude  this  chapter  by 
adducing  an  example  that  appeared  in  St.  Bartholomew's 
Hospital. 

r.  C,  aged  forty  ;  married  twenty-one  years  ;  has  had  no 
advanced  pregnancy,  but  five  miscarriages,  of  which  the  last 
was  at  the  third  month,  and  four  years  ago.  The  catamenia 
began  at  fifteen,  and  have  always  been  regular,  profuse,  and 
painful;  the  pain  commencing  one  or  two  days  before  the 
period,  and  decreasing  as  the  flow  became  established.  The 
pain  is  of  a  bearing-down  character,  with  occasional  shooting 
pangs.  For  the  last  four  mouths  she  has  not  menstruated,  but 
has  had  a  copious  white  discharge.  She  complains  of  pain  in 
the  left  iliac  region,  which  has  lasted  for  two  years.  Has  been 
wearing  a  pessary  for  two  years,  and  has  undergone  treatment 
for  ulceration  of  the  womb. 

When  she  came  into  the  hospital,  her  morbid  condition  was 
as  follows :— Vaginal  discharge  slight;  white,  not  offensive. 
Uterus  slightly  descended,  feels  bulky,  slightly  retroverted 
and  retroflected.  Bearing  down  does  not  increase  the  dis- 
placement. Cervix  large  and  patulous.  Surface  of  cervix 
healthy.  Mucus  of  cervix  glassy.  Probe  easily  enters  uterus 
three  inches,  elicits  no  tenderness,  gives  the  examiner  the 
feeling  of  a  considerable  cavity  of  three  dimensions.  Uterus 
freely  mobile.  A  tangle-tent  introduced  into  cervix.  Ergot  to 
be  taken  by  the  mouth. 

On  the  next  day  it  was  found  that  the  tent  of  two  and  a 
half  inches  in  length  had  sHpped  high  into  the  uterus.  It 
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was  extracted  with  difficulty,  and  a  larger  and  longer  one 
introduced. 

On  the  following  day  the  uterus,  pulled  down  by  a  volsella, 
was  examined  internally  by  the  finger.  Nothing  was  dis- 
covered except  the  dilated  cavity  of  the  body,  easily  admitting 
the  finger  for  thorough  investigation. 

After  this,  for  four  days,  hsemorrhage  was  considerable  and 
then  gradually  ceased.  During  these  four  days  she  had,  by  a 
mistake  of  the  clinical  clerk,  easily  accounted  for,  taken  each 
day  an  ounce  of  the  liquid  extract  of  ergot. 

Seven  days  after  the  dilatation,  the  womb  measured  two 
and  three  quarters  inches,  and  no  morbid  condition  in  situa- 
tion, shape,  or  other  respects  could  be  found.  Left  iliac 
pain  gone. 

In  this  case  a  condition  of  endometritis  might  be  suspected. 
But  the  absence  of  tenderness,  and  the  absence  of  discharge, 
serous  or  bloody,  seem  to  negative  the  supposition.  The  rapid 
cure,  also,  by  tent  and  ergot  do  not  favour  it.  As  there  was 
no  kind  of  obstruction  of  the  canal  of  the  cervix,  I  can  assert 
no  distinctly  morbid  condition  but  the  dilated  cavity  of  the 
body  of  the  uterus.  Several  gentlemen  of  experience  saw  the 
case,  and  suggested  no  difference  of  opinion  from  that  here 
expressed. 

Cases  of  this  kind  with  hsemorrhage,  or  flooding,  in  women 
who  have  borne  children,  are  not  rare.  But  in  such,  the  blood 
is  not  long  retained  as  a  clot,  and  the  whole  condition  is 
temporary.  While  such  cases  are  known  in  the  woman  who 
has  borne  children,  they  are,  I  believe,  little  known  in  the 
virgin.  The  two  cases  I  have  recorded  in  the  preceding 
chapter  occurred  not  only  in  virgins,  but  also  showed  such 
dilatation  of  the  womb  as  is  excessively  rare  in -uteri  apart  from 
the  conditions  of  recent  childbearing  or  abortion. 
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OIs"  INTRAUTERmE  PUERPERAL  OOAGULA. 

PaERPERAL  coagula  differ  from  menstrual  coagula  essentially  in 
the  time  of  their  occurrence.  Menstrual  coagula  may  occur  at 
any  time  during  the  childbearing  period  of  life,  remote  from 
childbirth  or  abortion.  Puerperal  coagula  occur  only  in  the 
period  called  that  of  the  puerperal  state;  which  is  easily 
limited  on  one  side  by  the  delivery  or  abortion,  uncertainly 
limited  on  the  other  side.  This  other  limit  is  the  period  of  the 
return  of  the  uterus  to  its  healthy  unimpregnated  condition 
— and  into  a  nice  discussion  of  this  it  is  not  necessary  to 
enter — an  interval  of  six  weeks  from  childbirth  or  abortion 
being  held  to  elapse  before  the  puerperal  state  is  quite  passed. 

The  peculiarities  of  puerperal  coagula  which  attract  attention 
are  their  size,  the  liability  of  the  uterus  to  increase  in  capacity 
as  if  with  a  view  to  contain  them,  the  liability  to  hemorrhage 
while  they  remain  in  utero,  and  the  liability  of  the  clot  to 
form  and  maintain  connection  with  the  uterus  and  become  a 
kind  of  polypus. 

It  is  evident,  from  even  a  superficial  study  or  a  small  ex- 
perience, that  the  liability  to  dilatation  of  the  uterus  increases 
with  the  nearness  of  the  bleeding,  or  formation  of  the  clot  to 
the  delivery  or  abortion ;  and  that  the  danger  is  greater  in  a 
like  proportion. 

On  the  soft  and  often  adherent  clots  and  the  rapid  dila- 
tations of  post-partum  haemorrhage  this  is  not  the  place  to 
mtev  That  serious  and  too  familiar  accident  is  limited  to  a 
period  comprised  by,  at  most,  the  few  hours  immediately 
foUowmg  delivery  or  abortion.  When  bleeding  occurs  later  it 
is  generally  called  secondary  hemorrhage.  Although  this 
dis  mction  is  more  or  less  formally  and  precisely  made,  it  is 
justified  ahno^t  exclusively  by  the  rarity  and  less  dangei:  of  the 
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secondary  hasmorrliage,  as  contrasted  with  the  frequency  and 
greater  peril  of  ordinary  post-partum  flooding.  There  is  no 
essential  distinction  between  primary  and  secondary  htemorrhage^ 
so  far  as  I  know.  There  is  no  time  in  the  puerperal  state 
when  a  woman  is  quite  safe  from  perilous  htemorrhage.  There 
is  no  time  in  the  puerperal  state  when  a  woman  is  safe  from 
expansion  or  dilatation  of  the  uterus  and  its  attendant  dangers. 
The  subjects  of  puerperal  clots  and  of  haemorrhage  in  the 
puerperal  state,  although  different,  are  so  germane  to  one 
another  as  to  justify  the  introduction  of  these  remarks  on  what 
is  called  secondary  hsemorrhage. 

Primary  intrauterine  clots  of  childbirth  or  abortion  are 
frequently  retained  for  a  few  days,  become  firm  from  draining 
off  of  serum,  and  are  then  expelled  with  slight  or  severe  after- 
pains.  Such  clots  are  generally  so  soft  and  broken  as  to  retain 
little  of  the  shape  of  the  uterus.  All  this  requires  no  proof ; 
it  is  an  occurrence  familiar  to  the  practitioner ;  and,  were  proof 
required,  it  could  be  easily  produced.  In  passing,  reference 
may  be  made  to  John  Eamsbotham's*  chapter  on  relaxation 
of  the  uterus  after  delivery,  and  its  subsequent  enlargement. 
In  describing  puerperal  coagula,  I  shall  divide  them  into 

two  kinds  first,  those  discharged  from  uteri  which  have  not 

been  dilated  to  an  extraordinary  size  in  order  to  accommodate 
them ;  second,  those  in  which  the  uteri  have  become  dilated 
just  as  they  become  dilated  after  retraction  in  postpartum 
hsemorrhage. 

The  puerperal  coagula,  which  form  and  are  retained  m  the 
puerperal  uterus  not  specially  dilated,  vary  in  size  according  to 
the  time  at  which  they  are  formed,  being  larger,  of  course,  the 
nearer  in  time  to  the  delivery  or  abortion.  Hemorrhage  may 
occur  while  they  are  retained,  without  displacing  them.t  They 
may  be  discharged  entire,  or  they  may  break  down  and  pass  as 
brownish  debris  in  lochial  fluid.  ^ 

«  A  not  uncommon  cause  of  secondary  uterine  hsemorrhage, 
says  M'Clintockj:  "is  the  retention  of  a  coagulum,  or  of  a 

*  Fraciical  Olservations  in  Midwifery,  second  edition,  1842. 
.  t  Ihid. 

J  Clinical  Memoirs  on  Diseases  of  Women,  p.  334- 
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portion  of  the  placenta  or  membranes.  A  coagulum  of  any 
size  is  not  apt  to  be  foimd  in  the  womb  beyond  the  first  few 
hours  after  delivery,  as  a  very  moderate  degree  of  uterme 
action  would  be  sufficient  to  expel  it  or  prevent  its  formation. 
Should  it  occur,  however — and  experience  abundantly  proves 
that  it  may — there  will  be  a  constant  risk  of  htemorrhage  so 
long  as  the  clot  remains  in  utero.  No  doubt,  the  haemorrhage 
in  these  cases  is  apt  to  go  on  continuously  after  the  expulsion 
of  the  placenta,  even  with  a  tolerably  firm  contraction  of  the 
uterus,  as  Dr.  Eamsbotham  has  well  shown.  But  on  other 
occasions  there  is  an  intermission  in  the  haemorrhage,  and  it 
may  not  come  on  for  hours  or  days  after  delivery.  Thus,  a 
woman  had  frequently  recurring  attacks  of  htemorrhage  during 
the  ten  days  following  delivery,  until  at  length  the  loss 
becomiuo-  danojerous  and  her  strength  much  reduced,  '  the  hand 
was  passed  into  the  vagina,  and  the  fingers  introduced  into  the 
litems,  by  which  means  some  coagula  were  removed  and  the 
discharge  ceased  '  (Collins)." 

Of  the  formation  and  long  retention  of  a  large  clot  the 
following  case  is  an  example  : — 

Mrs.  Y.  H.,  a  young  recently-married  lady,  was  confined  of 
twins  at  the  end  of  the  seventh  month  of  pregnancy.  Both 
children  soon  died.  There  was  a  considerable  and  rather  long- 
continued  liEemorrhage  post  partum,  and  the  uterus  was  not 
brought,  even  at  last,  to  firm,  cricket- ball-like  hardness  of 
retraction.  Her  recovery  was  on  the  M'hole  satisfactory,  but 
the  lochial  discharge  persisted  of  red  tint.  On  the  19th,  20th, 
and  2 1st  days  of  lying-in  there  was  considerable  secondary 
htemorrhage,  treated  by  ergot.  On  the  2 1  st  the  discharge  was 
chiefly  red  serum.  During  these  days  the  uterus  was  felt  to 
be  bulky,  but  its  size  was  not  specially  noted.  The  cervix 
uteri  was  patulous  and  dilatable,  but  not  roundly  open  or 
dilated.  On  the  22nd  day  after  delivery  a  large  clot  came 
away.  It  had  the  shape  of  the  uterine  cavity,  being  rounded 
in  all  its  outlines,  and  it  measured  three  inches  in  greatest 
breadth,  and  three  and  a  half  inches  in  length  from  the  part 
corresponding  to  the  internal  os  uteri.  Below  this  part  the 
clot  was  soft  and  broken.  It  had  points  indicating  the  position 
of  the  openings  of  the  Fallopian  tubes.   Over  the  whole  surface 
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of  its  lower  parts  it  was  partially  decolorized  in  the  fretted  style 
well  depicted  by  M'Clintock  ;  and  on  its  upper  part,  corre- 
sponding to  the  fundus,  the  decolorized  layer  was  dense  and 
covering  the  whole  surface.  In  the  fundus  of  tlie  clot  a 
lacerated  aperture  was  observed,  which  easily  admitted  the 
finger,  and  which  was  presently  accounted  for.  The  bleeding 
was  nearly,  but  not  completely,  arrested  on  the  discharge  of 
the  clot.  Five  days  afterwards,  on  re-examination,  I  discovered 
a  fibrinous  polypus  and  removed  it.  It  was  firmly  adherent 
high  up  in  the  uterus.  Its  structure  was  of  the  ordinary  kind, 
decolorized  on  the  surface.  It  was  of  the  size  of  a  chestnut; 
and  had  chorionic  structures  in  its  pedicle.  There  could  now 
be  no  doubt  that  the  ha3morrhage  flowed  around  the  old  clot, 
which  was  probably  nearly  as  old  as  the  polypus.  It  was  not 
so  old,  for  it  had  been  formed  around  the  polypus,  and  its  dis- 
placement from  the  polypus,  which  it  surrounded,  left  the 
lacerated  opening  in  the  clot  which  was  observed  at  the  time  of 
the  discharge  of  the  latter,  but  was  then  thought  to  be  accidental. 

In  his  memoir*'  on  polypus  of  the  uterus,  Dr.  M'Clintock 
relates  a  case.  "  In  proof,"  says  he,  "  that  a  coagulum  may  be 
formed  in  the  uterine  cavity  soon  after  parturition,  and  be 
retained  there  for  a  considerable  time  before  being  discharged,  I 
may  mention  the  following  case  which  fell  under  my  notice  last 
spring,  when  temporarily  in  charge  of  the  Lying-in  Hospital 
for  Mr.  Denham.  Dr.  J.  E.  Kirkpatrick  was  good  enough  to 
furnish  me  with  the  particulars,  of  which  the  following  outline 
will  suffice  : — A  young  woman  was  delivered  naturally  of  her 
first  child,  February  19.  Twenty-four  days  afterwards  there 
passed  from  the  vagina,  without  pain  or  any  considerable 
bloody  discharge,  a  very  dense,  firm  coagulum  representing  an 
exact  mould  or  cast,  even  to  the  Fallopian  orifices,  of  the 

uterine  cavity  Externally  it  had  a  mottled,  dark-red 

and  black  colour,  and  towards  the  centre  it  was  of  a  lighter 
shade  of  red,  and  not  quite  so  compact  in  structure.  It 
presented  no  sign  of  decomposition.  She  had  not  shown  any 
uterine  symptoms  from  the  time  of  delivery." 

In  the  two  cases  just  given,  the  intra-uterine  puerperal  clots 

*  Clinical  Memoirs  on  Diseases  of  Women,  p.  191. 
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were  old  and  partially  decolorized,  not  putrid.  A  case  is 
referred  to  by  M'Clintock  *  as  narrated  by  Lachapelle,t  which, 
although  not  quite  satisfactory  in  its  details,  seems  to  show 
that  such  clots  may,  instead  of  gimving  hard  and  decolorized, 
become  putrid.  "  Another  interesting  remark,"  says  Lachapelle, 
"  which  this  observation  may  furnish  us,  is  the  return  of  the 
heemorrhage  at  so  late  a  period,  without  our  being  able  to 
attribute  it  to  any  other  cause  than  the  presence  of  two  some- 
what voluminous  clots,  whose  fcetidity  proved  their  age."  The 
patient  had  been  delivered,  at  the  full  time,  of  twins.  The 
labour  was  tedious.  The  membranes  were  ruptured  after  about 
twenty  hours  of  pains,  and  the  first  child  was  soon  born.  The 
second  quickly  followed,  and  then  a  bilobed  placenta.  Severe 
haemorrhage   ensued  and   continued  for  five  hours,  uterine 

O 

inertia  being  at  last  dispelled  by  injections  of  cold  water.  The 
woman  did  well  till  the  eighth  day,  when  she  got  up  ;  and  then 
a  little  blood  flowed.  Haemorrhage  continued,  although  the 
woman  was  put  to  bed,  till  two  foetid  clots  were  discharged. 
The  woman  was  taken  with  shiverings,  vomiting,  fever,  &c., 
and  died  the  following  day. 

In  cases  of  ordinary  secondary  hsemorrhage  it  is  not  rare  to 
find  the  uterus  relaxed  and  full  of  soft  clots  ;  and  it  is  often 
recommended,  and  practised,  to  remove  these  clots,  in  order  to 
facilitate  or  secure  uterine  contraction  and  retraction.  Examples 
of  tliis  are  not  rare  in  practice.  Sometimes  such  cases  are  fatal, 
and  then  the  clots,  often  adherent,  may  be  observed  at  the 
autopsy.  Cases  are  related  by  Collins,  Ingleby,  Ashwell, 
M'Clintock  ;  and  several  references  may  be  found  in  my  paper 
on  the  introduction  of  the  carbolized  hand  into  the  uterus  at 
long  periods  after  delivery  .|  All  sucli  cases  are  justly  regarded 
rather  as  cases  of  hcemorrhage  than  of  clots,  just  as  in  the 
analogous  post-partum  hfemorrhage. 

There  is  another  class  of  cases  of  great  importance,  mention 
of  which  cannot  be  omitted,  where,  in  consequence  of  the 
retention  in  utero  of  some  adherent  ovuline  structure,  the 

*  Clinical  Memoirs  on  Diseases  of  Women,  p.  334. 
t  Pratiriue  des  Accoiochemens,  torn.  ii.  p.  474. 

X  British  Medical  Joitrnai;  Oct.  27,  1877,  p.  583,  and  a  subsequent 
chapter  of  this  volume. 
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involution  of  the  uterus  is  retarded  in  a  remarkable  degree,  or 
completely  arrested,  till  the  adherent  mass  is  removed,  and 
then  involution  again  makes  progress.  Of  such  occurrences 
I  have  recently  seen  several  striking  examples,  where  though 
the  still-retained  mass  was  very  small,  not  bigger  than  a  small 
hazel-nut,  yet  involution  was  arrested  for  weeks  or  months, 
and  haemorrhage  had  proved  almost  fatal.  In  such  I  have 
removed  firm,  old,  but  not  decolorized  clots.  Such  clots  do  not 
interfere  with  the  haemorrhage,  seeming,  indeed,  to  encourage 
it ;  and  they  are  often  discharged  with  more  or  less  pain,  new 
ones  being  formed  in  the  place  of  the  former.  I  shall  not 
relate  the  particulars  of  any  such  case,  but  only  refer  to  one 
which  I  mentioned  in  a  former  lecture.* 

I  cannot  advance  to  the  subject  of  fibrinous  polypus  with- 
out making  s]?ecial  remarks  on  a  case  of  M'Clintock's  t  which 
he,  indeed,  calls  one  of  fibrinous  polypus,  but  which  cannot  be 
regarded  as  truly  such.  For  he  describes  the  tumour  as  "  not 
seeming  to  have  any  attachment  to  the  uterus,  but  simply 
retained  by  the  constriction  of  the  os."  The  case,  then,  is  very 
rare,  if  not  unique,  and  deserves  quotation  at  length,  being  an 
unattached  decolorized  puerperal  clot  resembling  a  fibrinous 
polypus,  except  that  it  was  unattached  and  contained  no 
oviiline  structure.  It  is  right  to  note  M'Clintock's  tone  of 
caution,  which  justifies  the  remark  that  the  case  is  uot  quite 
conclusive  as  it  stands.  "  A  married  woman,  aged  thirty-five 
years,  applied  at  the  Lying-in  Hospital  Dispensary,  in  the 
month  of  September,  1861,  on  account  of  frequently  recurring 
bloody  discharges  from  the  vagina.  These  had  been  going  on 
for  three  months,  but  were  at  no  time  very  profuse  in  quantity. 
On  making  an  internal  examination  I  found  the  os  uteri  open, 
and  a  soft  fleshy  substance,  which  had  all  the  feel  of  an  ovum, 
protruding  from  it.  With  the  aid  of  a  volsellum  I  drew  it 
away.  This  was  effected  without  the  use  of  force,  the  tumour 
not  seeming  to  have  any  attachment  to  the  uterus,  but  simply 
retained  by  the  constriction  of  the  os.  The  body  so  removed 
was  totally  devoid  of  fo3tor,  and  was  about  the  size  of  a  large 

*  See  p.  18. 

■\  Clinical  Memoirs  on  Diseases  of  Women,  p.  190. 
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hen's  egg,  but  more  elongated,  and  pointed  at  the  ends.  It  was 
tolerably  firm,  but  could  be  cut  with  a  blunt  instrument  such 
as  a  spatula.  Its  exterior  was  of  a  reddish-yellow  colour,  and 
within  it  was  apparently  composed  of  coagulated  blood.  It  con- 
tained no  vestige  of  a  distinct  membrane,  nor  any  structure 
properly  belonging  to  the  ovum.  Tliis  woman  had  had  an 
abortion  or  a  premature  labour  (I  forget  which)  about  four 

months  previously." 

Into  the  whole  subject  of  true  fibrinous  polypus  I  do  not 
propose  to  enter.  Many  such  cases  have  come  under  my 
observation.  They  all  occurred  in  connection  with  recent 
pregnancy,  and  were  the  cause  of  continued  loss  of  blood, 
sometimes  copious,  sometimes  inconsiderable.  They  were  all 
easHy  cured  by  removal  of  the  polypus.  In  all  there  were 
ovuline  structures  in  the  pedicle  or  near  the  attachment  of  the 
mass.  In  most  the  shape  was  polypus-like,  and  the  body  of 
the  polypus  lay  in  the  dilated  cervix  uteri.  In  one,  already 
related  in  this  chapter,  the  polypus  was  within  the  body  of  the 
uterus.  In  one  case  the  polypus  had  not  the  shape  of  a  pear, 
but  was  largest  at  its  broad  insertion,  smallest  at  its  intra- 
cervical  portion  ;  it  followed  an  abortion,  and  was  recent,  being 
scarcely  decolorized  on  the  external  surface. 

In  his  original  writing*  on  fibrinous  polypus,  Kiwisch,  as  is 
well  known,  thought  it  probable  that  the  uterus  was  relaxed, 
and  enlarged  or  dilated,  in  order  to  contain  it.  His  view  has 
been  generally  rejected,  and  it  is  to  be  remembered  that  he  was 
writing  the  first  lines  penned  on  the  subject,  and  in  ignorance 
that  such  polypi  were  observed  only  in  women  who  had 
recently  been  pregnant.  Dilatation  of  the  uterus  will  be 
admitted  to  be  easier,  and  therefore  more  probable,  in  a  uterus 
which  has  recently  been  pregnant  than  in  one  not  in  the 
puerperal  or  lately  emptied  condition ;  and  I  know  no  good 
reason  for  positively  denying  that  such  dilatation  of  the  cavity 
of  the  body  of  the  uterus  ever  takes  place. 

But  it  is  important  to  remark  that  we  have  no  clinical 
evidence  that,  in  order  to  contain  a  fibrinous  polypus,  the 
cavity  of  the  body  of  the  uterus  undergoes  special  dilatation. 

*  KUnische  Vorirage,  1851,  Abtheilung  I.,  S.  472. 
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It  IS,  indeed,  in  consequence  of  its  recent  repletion  in  preg- 
nancy, already  in  a  dilated  condition.  The  structure  of  such 
polypi  and  their  history  show  that  they  are  generally,  if  not 
invariably,  formed  of  one  attached  clot,  which  shrinks  and 
hardens  as  it  undergoes  decolorization,  and  is  generally  expelled 
froni  the  cavity  of  the  uterus  proper  and  lodged  in  that  of  the 
cervix,  so  far  as  its  body  is  concerned,  while  its  stalk  in  the 
proper  uterine  cavity  maintains  the  connection  of  the  body  of 
the  polypus  with  its  attachment. 

I  come  now  to  consider  the  second  class  of  cases,  in  which 
the  proper  uterine  cavity  is  enlarged  or  dilated,  and  that 
probably  very  rapidly,  in  order  to  contain  and  retain  the 
puerperal  clots. 

EajDid  enlargement  of  the  uterine  cavity  is  well  known  as  a 
not  rare  occurreilce  soon  after  parturition.  This  enlargement  is 
too  rapid  for  growth  of  tissue  to  have  any  part  in  its  production. 
Growth  of  tissue  goes  on  in  regulated  concurrence  with  the 
expansion  of  pregnancy ;  and  even  in  morbidly  rapid  or 
extreme  expansions  there  is  at  least  time  for  growth  of  tissue 
to  aid  in  the  expansion.  Of  extreme  expansion,  often  with 
thinness  of  wall,  examples  are  found  in  the  hydramnios  of 
advanced  pregnancy,  and  in  some  cases  of  uterine  hydatids, 
where  it  may  occur  to  a  marvellous  degree  either  in  early  or 
late  periods  of  the  gravid  condition.  But  of  such  expansion  as 
we  here  consider,  better  illustrations  are  found  in  the  (too  few) 
post-mortem  experiments  of  Grlenard,  and  in  the  cases  of 
introduction  of  the  hand  into  the  uterus  at  long  periods  after 
delivery.* 

Ingiebyt  mentions  that  a  case,  "  in  wliich  so  late  as  the 
nineteenth  day  after  delivery  the  uterus  was  emptied  of  a  large 
quantity  of  putrid  blood,  shows  its  capability  of  distension  at 
this  remote  period."  In  my  own  practice  a  well-observed  case 
occurred,  in  which  the  sudden  dilatation,  with  formation  of 
intrauterine  clots,  occurred  on  the  ninth  day  after  delivery. 
Mrs.  S.,  a  healthy  young  woman,  was  attended  by  me  in  1862 

*  See  British  Medical  Journal,  Oct.  27,  1877,  p.  583;  see  also  a  case 
published  by  Braxton  Hicks,  in  the  British  Medical  Journal  for  July  22, 
1882,  p.  132,  where  the  hand  was  introduced  a  month  after  delivery. 

f  On  Uterine  Haimorrhage,  p.  248. 
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in  lier  first  confinement.  It  was  easy  and  natural.  Eight  days 
after  her  confinement,  while  she  was  making  a  satisfactory 
recovery,  she  was  seized  with  faintness  and  a  free  discharge  of 
blood.  When  I  reached  her,  I  found  the  uterus  enlarged  to 
about  the  size  of  a  four  months'  pregnancy,  its  fundus  rising 
above  the  pubes  to  fully  half-way  towards  the  navel.  It  was 
by  kneading  made  to  contract  and  expel  large  firm  clots. 
Ergot  and  pressure  maintained  the  retraction.  When  reduced 
in  size,  the  uterus  did  not  feel  more  bulky  than  it  would  be 
expected  to  be  on  the  ninth  day.  It  is  a  curious  fact  that  this 
woman,  dehvered  on  December  3rd,  was  again  delivered  on 
September  29th  of  a  mature  well-developed  cliild,  which  came 
into  the  world  a  fortnight  earlier  than  the  day  calculated  by 
the  doctor  in  attendance.  She  had  had  within  four  weeks  after 
delivery  what  she  described  as  a  scanty  anticipatory  menstrual 
flow. 

The  cases  of  relaxation  and  dilatation  of  the  uterus  in  the 
puerperal  state,  when  there  has  been  no  retention  of  ovuline 
structures,  which  have  come  within  my  observation  or  reading, 
have  been  cases  of  haemorrhage  rather  than  of  puerperal  clots. 
In  Ingleby's  case,  where  the  clots  were  foetid,  there  is  evidence 
of  retention  of  clot  for  a  considerable  time  ;  buc  I  know  no 
case  where  the  decolorization  of  the  clot  indicated  leno-tli  of 
retention  in  iitero.  But  there  is  no  apparent  reason  why  such 
an  occurrence  may  not  take  place  ;  and  M'Clintock's  case  of 
so-called  fibrinous  polypus  is  the  nearest  approach  to  its 
realization.  It  would,  indeed,  be  a  case  in  point  were  there 
any  evidence  that  the  nterus  had  been  expanded  to  contain  the 
decolorized  clot  v/hich  he  removed. 

The  following  case,  recorded  by  Ludwig  Joseph,  is  so  rare, 
and  has  such  a  distinct  bearing  on  the  subject  under  dis- 
cussion, that  I  subjoin  it,  although  the  clot  was  not  puerperal. 
Here,  the  blood,  which  accumulating,  fiUed  and  probably  dis- 
tended the  uterus,  did  not  surround  a  previously  existing 
fibrinous  polypus  as  in  my  case  (p.  469),  but  a  projecting 
uterine  fibroid  of  small  dimensions.  The  whole  repletion  or 
distension  was  not  from  the  first  by  blood  as  in  my  case,  but 
at  first ^  by  the  polypoid  fibroid  and  subsequently  by  blood. 
The  alliance  with  such  cases  as  mine  is  recognized-  by  Joseph 
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in  the  title  which  he  gives  to  his  paper  :*  "  A  Contribution 
to  the  Etiology  of  Fibrinous  Uterine  Polypi."  In  hie/ ca.'e, 
not  in  mine,  the  blood-clot  remained  long  enough  in  the 
uterus  to  become  like  a  simple  iibrinous  polypus,  and  it,  in  a 
characteristic  manner,  dilated  the  cervix.  The  uterus  was  in 
a  state  of  firm  retroflexio-versio,  and  Joseph  regards  this  as  an 
almost  insuperable  hindrance  to  the  exit  of  the  flowing  blood 
from  the  uterus,  Mdiich  therefore  Stagnated  and  coagulated. 
But  such  an  appreciation  of  the  power  of  the  flexio-versio  is 
almost  ridiculous.  It  would  be  nearer  the  truth  to  describe  it 
as  having  no  influence  whatever,  for  Joseph's  figure  of  the 
expelled  mass  shows  a  flexion  not  reaching  the  acuteness  of  an 
angle  under  90  at  any  part,  and  dimensions  on  a  cross  section 
equal  to  those  of  a  section  of  the  little  finger.  With  such 
shape  and  dimensions  one  can  imagine  some  practical  resistance 
to  passage  of  a  firm  blood-clot,  but  not  to  passage  of  blood. 

The  patient  was  a  coffee-house  keeper,  of  fifty-five  years  of 
age,  who  had  been  a  widow  for  six  years,  and  lived  in  comfort- 
able circumstances.  She  began  menstruation  at  sixteen ;  and,  in 
natural  labour,  gave  birth  to  a  daughter  before  she  was  thirty. 
Menstruation  ceased  at  forty  suddenly,  and  without  giving 
any  trouble.  She  had  sufif'ered  much  from  rheums,  and  had 
long  complained  of  palxDitation,  shortness  of  breath,  loss  of 
appetite,  and  weakness,  so  that  she  kept  her  room.  In  summer, 
about  nine  months  before  the  report,  she  was  suddenly,  and 
without  any  warning,  seized  during  a  walk  with  severe 
hsemorrhage  which  necessitated  her  quick  return  home. 
Without  cramp,  or  labour-like  pain,  large  soft  clots  came 
away,  and  the  bleeding  was  stayed  ;  but  a  slight  blood- coloured 
loss  persisted,  and,  several  months  later,  she  had  another 
hfemorrhage  with  expulsion  of  large  clots.  As  the  loss  did 
not  entirely  cease,  she  consulted  him  in  January.  In  addition 
to  former  symptoms,  she  now  had  constipation,  tenesmus, 
sometimes  severe  sacral  pains,  and  bad  sleeping,  and  she  had 
been  for  months  confined  to  her  room. 

She  is  a  small,  pale,  old  woman,  who  can  only  rest  when 
propped  up  in  bed.  Insufficiency  of  the  mitral  valve.  Abdomen 

*  Zeitschrift  fur  GehurtsMlfe  unci  Gyndlcologie,  1882,  Band  viii. 
Heft  I,  S.  68. 
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mucli  distended  and  tympanitic,  but  no  tumour  nor  dropsy  can 
be  made  out.  Internal  exploration  reveals  a  retroflected  en- 
larged uterus,  whicb  is  also  retroverted.  The  vaginal  portion 
looks  upwards  and  forwards,  and  lies  close  behind  the  sym- 
pliysis  pubis.  The  mouth  of  the  womb  is  open  enough  to 
admit  the  tip  of  the  finger,  but  not  far.  The  lips  of  the  os 
feel  thin  and  are  continuous.  Attempts  to  move  the  fixed 
uterus  cause  severe  pain.  The  finger  comes  away  stained  with 
bloody  mucus. 

Four  months  later,  a  large  body  was  discharged  with  severe 
labour-like  pains  and  considerable  bleeding.  On  the  subse- 
quent day  the  uterus  was  found  as  before,  but  the  cervical 
canal  more  open.  The  discharged  mass  was  like  an  abortion, 
and  its  shape  suggested  that  it  was  a  cast  of  the  uterine 
cavity.  It  was  retort-shaped,  and  had  a  rounded  broad  end 
and  a  smaller  end  bent  on  the  chief  mass  almost  at  a  right 
angle.  One  side  of  the  greater  end  was  more  convex,  and 
presented  a  greyish-yellow  appearance,  while  the  other  was 
nearly  smooth  and  as  if  tinted  with  blood.  At  the  under  part 
of  the  greyish-yellow  substance  was  some  less  fresh  blood, 
■wliich  made  it  evident  that  this  was  the  place  where  the 
discharged  mass  had  adhered  to  the  uterus. 

The  whole  body  was  8-3  cm.  long  and  3 '8  cm.  broad.  In 
its  larger  end  was  embedded  a  myomatous  tumour,  2  cm.  long 
and  1-3  cm.  broad,  whose  detached  surface  was  seen  to  be 
greyish-yellow  as  it  formed  part  of  the  surface  of  the  whole 
mass.  The  so-called  polypus  could  be  easily  detached  from 
the  old  blood  clot  surrounding  it,  which  had  a  homogeneous 
appearance,  without  stratification,  and  was  soft  and  easily 
broken  down.  Its  external  part  was  decolorized,  its  internal 
or  central  blood-red.  The  case  was  one  of  fibrinous  polypus 
having  a  fibrous  polypus  for  its  basis  and  attachment. 

In  my  case  a  fibrinous  polypus  was  surrounded  or  enclosed 
by  a  more  recent  effusion  of  blood,  which  might  have  become 
a  secondaiy  fibrinous  polypus. 
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ON  FCETID  AND  YMGA.L  PARAMETRIC  AND  PERIMETRIC 

ABSCESS. 

The  following  case  of  parametric  abscess  teriniuated  fatally 
while  chloroform  was  being  administered  for  its  opening.  It  is 
here  narrated  because  the  resonance  of  the  abscess  extended 
to  the  thigh,  because  the  abscess  led  to  dilatation  of  the 
ureter,  and  because  of  some  points  connected  with  the  com- 
munication established  between  the  bowel  and  the  abscess. 
I  derive  the  facts  of  the  case  from  notes  by  Mr.  Cronk, 
resident  midwifery  assistant,  St.  Bartholomew's  Hospital. 

S.  S.,  aged  forty-five,  charwoman;  was  admitted  into 
"Martha,"  in  St.  Bartholomew's  Hospital,  on  April  23,  1881. 
She  had  been  married  twenty-two  years,  and  had  borne  eight 
children,  of  which  the  youngest  was  ten  weeks  old.  She  had 
had  four  miscarriages,  of  which  the  last  was  two  years  before 
admission.  She  had  not  nursed,  and  had  not  menstruated  since 
her  confinement.  Two  days  after  delivery  she  had  rigors  and 
pain  in  the  hypogastrium,  and  she  had  been  ill  and  unfit  for 
getting  up  ever  since.  Seven  weeks  before  admission  pains 
began  in  the  hips  and  right  groin,  and  had  become  gradually 
worse. 

Between  April  2  3  and  May  1 4,  when  she  died,  her  pulse 
varied  from  90  to  120,  and  her  temjDerature  rose  in  the 
evening  to  103°  or  104°,  and  was  in  the  morning  three  or 
four  degrees  lower. 

On  admission,  the  right  thigh,  which  was  moved  with  pain, 
was  kept  bent  at  an  angle  of  about  30°.  Decubitus  on  tlie 
left  side,  the  patient's  ordinary  position  when  in  good  health, 
Nothing  except  tenderness  could  be  found  on  examining  the 
hypogastric  and  iliac  regions.  Per  vaginam,  a  digital  examina- 
tion found  the  uterus  elevated,  moved  backwards,  and  fixed  ; 
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a  dense  tender,  only  slightly  convex  hardness  connecting  it 
with  the  right  posterior  side  of  the  brim  of  the  pelvis.  In  the 
right  groin,  just  below  Poupart's  ligament,  and  e.xtending  from 
about  the  inner  third  of  the  ligament  outwards,  below  the  iliac 
spine,  and  on  to  near  the  great  trochanter,  and  extending  from 
above  downwards  about  two  inches,  was  a  slight  fulness  that 
would  not  readily  attract  attention.  The  part  presenting 
fulness  was  slightly  tender,  and  gave  an  indistinct  feeling  of 
fluid.  The  same  part  also  gave  to  the  manipulating  fingers  a 
feeling  of  gurgling,  not  resembling  emphysematous  crackling ; 
and  it  was  resonant  on  percussion. 

Lying  in  bed  she  became  much  more  comfortable,  her 
symptoms  all  less  severe,  about  the  beginning  of  May.  She 
was  even  able  to  extend  the  right  leg  completely  for  a  short 
time,  and  she  slept  on  the  right  side,  or  that  of  the  disease  (the 
usual  decubitus  in  parametric  abscess).  But  the  improvement 
was  evidently  not  substantial,  and  she  again  became  gradually 
and  slightly  worse.  There  was  no  evidence  of  pus  pointing  in 
any  part.  Around  the  abscess  the  tissues  became  hardened, 
enclosing  it. 

On  May  1 4,  after  consultation  with  Mr.  Willett,  it  was 
decided  that  he  should  open  the  abscess.  An  incision  was 
made  below  Poupart's  ligament,  and  four  or  five  ounces  of 
healthy-looking  pus  with  fgecal  odour  were  discharged,  with 
some  foetid  gas.  Nothing  of  the  nature  of  solid  or  fluid  fteces 
was  discovered.  The  finger  could  be  passed  from  the  incision 
below  Poupart's  ligament  to  the  right  side  of  the  pelvic  brim. 

She  had  taken  chloroform  quietly  and  naturally.  After 
the  incision  Mr.  Cronk  observed  that  the  pulse  gave  a  few 
irregular  beats  and  ceased.  A  long  inspiration  was  followed  by 
expiration  and  death.  Attempts  at  resuscitation,  long  and 
vigorously  made  by  the  chloroformist  and  assistants,  Mled. 
The  quantity  of  chloroform  used  was  estimated  as  a  drachm 
and  a  half. 

Post-mortem,  from  notes  of  Dr.  Norman  Moore,  pathologist. 
—Body  well  nourished.  A  wound  above  two  inches  long  in 
right  groin.  Abdomen  full.  Calvarium  and  meninges  normal, 
J.ungs  firmly  adherent  at  bases  by  old  adhesions.  Heart  freely 
movable  in  pericardium;  valves  natural;  cavities  all  quite 
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empty ;  tissue  soft,  not  mottled  ;  weight  nine  ounces.  Liver 
normal.  Spleen  soft,  enlarged,  weighing  seven  and  a  half  ounces. 
Kidneys  normal,  except  the  presence  of  a  cyst  in  the  left. 
Eladder  normal.  Uterus  healthy.  Eight  ureter  obstructed, 
and  dilated,  to  a  size  exceeding  that  of  tense  repletion,  by 
pressure  of  thickened  tissues  in  pelvis.  Ovaries  thicker  than 
normal ;  in  the  left  a  cyst  of  the  size  of  a  hazel-nut.  Eight 
psoas  muscle  infiltrated  with  pus  in  its  lower  part.  An  abscess 
in  the  pelvis,  extending  from  lowest  lumbar  vertebra,  inside  the 
CEecum,  which  bounded  it  to  the  right ;  on  the  left  it  was 
bounded  by  thickened  matted  tissues  comprising  the  uterus  and 
a  loop  of  the  sigmoid  flexure,  which  was  firmly  adherent  to  it. 
In  this  flexure  was  a  small  opening  which  would  easQy 
transmit  a  pin's  head,  and  in  the  intestine  was  some  yellow 
pus.  The  abscess,  enclosed  by  hardened  thickened  tissue, 
extended  downwards  beneath  Poupart's  ligament  to  the  upper 
part  of  the  thigli. 

It  is  to  be  noted  that,  in  this  case,  the  abscess  communi- 
cated with  bowel  of  the  opposite  side  of  the  body. 

When  an  abscess  is  found  to  contain  foetid  pus,  it  does  not 
generally,  on  that  account,  receive  the  designation  fcEtid :  it  is 
spoken  of  as  an  abscess  containing  or  discharging  foetid  pus. 
When,  in  addition  to  fretid  pus  an  abscess  contains  foetid  gas, 
then  such  an  abscess  is  generally  called  foetid  ;  but  ordinarily 
an  additional  condition  is  implied  in  the  name  foetid  abscess, 
namely,  communication  of  the  abscess  with  the  bowel.  No 
doubt  most  abscesses  containing  air  do  draw  it  by  some  opening 
from  the  intestines  ;  it  is  intestinal  gas  that  is  in  them.  But 
many  foetid  abscesses — that  is,  abscesses  containing  foetid  air 

 have  no  communication  with  the  bowels,  and  of  such  we 

have  often  examples  in  "  Martha." 

When,  in  addition  to  foetid  air,  an  abscess  contains  or  dis- 
charges solid  or  fluid  fseces  or  other  matters  that  pass  along  the 
intestinal  canal,  then  intercommunication  of  abscess  and  bowel 
is  certain.  An  opening  has  taken  place,  allowing  of  (but  not 
necessarily  followed  by)  mutual  interchange  of  contents  between 
the  two :  and  the  abscess  is  called  fsecal. 

The  discharge  of  pus  from  a  perimetric  or  parametric  abscess 
into  bowel  is  generally  recognized  by  the  diminution  of  the 
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abscess  aud  the  appearance  of  pus  in  the  stools.  If,  however, 
the  opening  of  the  abscess  is  high  in  the  intestinal  canal — as, 
for  instance,  in  the  small  gut — or,  if  the  amount  of  jdus  dis- 
charged is  very  small,  as  in  the  case  narrated,  there  may  be  no 
pus  seen  in  the  stools.  The  discharge  of  air  from  an  abscess 
into  the  bowel  cannot  be  recognized  except  by  sudden  diminu- 
tion in  the  amount  of  air  in  the  abscess. 

Air  in  perimetric  or  parametric  abscess  maj^  be  derived 
from  the  abscess  wall,  from  decomposing  pus  or  blood,  or 
from  the  intestinal  contents  through  a  chaunel  of  communi- 
cation between  the  abscess  and  the  bowel ;  and  the  last  is 
the  most  frequent  source. 

Before  a  foetid  abscess  is  opened,  the  source  of  the  gas 
cannot  be  decided.  Some  circumstances  may  make  it  pro- 
bable or  improbable  that  it  is  derived  from  the  bowel,  namely, 
the  region  occupied  by  the  abscess,  the  sudden  or  slow 
appearance  of  a  large  quantity  of  gas  in  the  abscess,  the  more 
or  less  distinct  feeling  of  f^ces  in  it.  After  the  opening, 
or  at  the  time  of  opening,  the  source  of  the  foetid  air  may 
be  made  plain  by  the  discharge  of  fluid  or  solid  faeces  or 
other  matters  derived  from  the  intestine. 

When  pus  and  foetid  air  alone  are  discharged  from  such  an 
abscess,  there  is  difficulty  in  deciding  the  interesting  question 
of  the  source  of  the  foetid  air.  We  have  held  that  the  air 
was  not  derived  from  the  bowel  when  it  was  discharged  with 
considerable  force  at  opening,  when  it  was  discharged  only  at 
or  near  the  time  of  opening,  when  the  odour  of  the  gas  was 
only  putrid,  not  distinctly  feculent,  and  when  the  abscess 
healed  m  a  usual  way.  But  these  conditions,  when  present 
singly  or  combined,  do  not  settle  the  point 

Air  passing  from  the  bowels  into  an  abscess  generally  enters 
a  cavity  m  winch  it  is  securely  enclosed ;  but  it  is  possible 
tha  It  may  emphysema-like  permeate  the  cellular  tissue  •  and 
m  the  case  narrated.  Dr.  Godson  described  the  earliest  f;eling 
of  the  air-contaming  part  as  that  of  emphysema.  When  T 
first  saw  the  case  the  feeling  was  distinctly  not  that  of 

or  nernia,  an  idea  which  was  PYr.in^«j  1,^.1 

T         .,.         '"^i^^ii  was  excluded  by  the  remote  and 
peculiar  position  of  the  air-aurrrlina  and  J  ^h. 

"ij.  ouxgimg  ana  ot  the  resonance  on 

I  t 
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percussion.  But  it  is  quite  possible  that  emphysema  in  these 
parts  preceded  suppuration  or  extension  of  abscess  into  them, 
and  tliat  what  Dr.  Godson  felt  was  true  emphysema  ;  and  it 
has,  in  connection  with  this  emphysema  anticipating  abscess, 
to  be  noticed  that  at  first  the  air  was  surrounded  by  no 
hardened  tissue  such  as  appeared  subsequently,  and  at  last 
formed  a  distinct  boundary  to  the  abscess. 

This  case  and  many  others  illustrate  the  passage  of  air  alone 
from  the  bowel  into  the  abscess ;  and  I  believe  this  to  be  a 
matter  of  great  importance  in  some  cases.    In  cases  which 
have  two  openings,  the  second  opening  being  made  by  Nature, 
or  artificially  as  in  our  case,  the  passage  even  of  fteces  into 
the  abscess  is  not  of  first-rate  importance,  for  the  feculent 
matters  can  pass  out  of  the  abscess,  and  the  abscess  heals  well. 
I  have  put  on  record  a  case  of  parametric  abscess  bursting  into 
the  rectum,  in  which  the  abscess  became  repeatedly  filled  and 
again  partially  emptied  of  faeces  and  air,  so  illustrating  the 
passage  out  of  the  abscess  of  faeces  even  when  there  was  only 
one   opening.     But   such  evacuation  of  the  abscess  would 
surely  not  be  complete  ;  some  feculent  particles  or  masses 
would  remain.    In  parametric  and  perimetric  abscesses  having 
only  an  opening  into  the  bowel  and  containing  only  foetid  gas 
in  addition  to  pus,  there  may  be  saprsemic  symptoms  long 
present ;  but  the  abscess  may  heal,  the  air  being  absorbed  or 
expelled.    But  when  fseces  are  in  such  an  abscess,  they  are 
not  likely  to  be  expelled,  and  cannot  be  absorbed;  and, 
besides,  in  cases  which  I  have  examined  post-mortem,  the 
f feces  evidently  caused  inflammation  of  the  abscess  wall,  and 
sometimes  even  sloughing. 

When  a  communication  is  established  between  a  parametric 
or  perimetric  abscess  and  bowel,  the  process  is  ordinarily 
described  as  the  bursting  of  the  abscess  into  the  bowel.  The 
behaviour  of  a  subcutaneous  abscess  is  invoked,  and  the 
perimetric  or  parametric  abscess  is  supposed,  like  most  sub- 
cutaneous abscesses,  to  point  and  actively  burst.  But  in  all 
this  there  is  too  much  assumption  or  mere  guessing. 

In  many  cases  there  is  good  evidence  of  this  being  the  real 
course  The  abscess  may  be  felt  bulging  into  the  bowel, 
pointing,  and  the  discharge  is  sudden  and  copious  when  the 
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opening  takes  place.  A  similar  course  is  followed  in  many 
abscesses  opening  into  the  bladder  or  discharged  per  vaginam. 
But  this  course,  though  common,  is  far  from  forming  a  universal 
rule. 

In  some  cases,  as  in  that  recorded  here,  there  never  is  any 
tension  of  the  abscess  walls,  never  any  ascertained  pointing  nor 
reason  to  suppose  it.  Ulceration,  in  my  o|jinion,  probably 
beginning  in  the  abscess  cavity  {i.e.,  at  the  peritoneal  surface 
in  perimetric  abscess)  establishes  a  communication  between 
cavity  and  bowel.  There  is  no  active  discharge  into  the 
bowel,  but  a  little  pus  may  pass  the  opening.  There  is  no 
discharge  into  the  abscess  from  the  bowel,  but  air  may  pass 
from  the  latter  into  the  former. 

The  physical  properties  of  gases  give  them  a  power  of 
passing  which  renders  their  entering  the  abscess  practically 
easier  than  the  entering  of  liquids,  and  still  more  of  solids. 
But  liquids  and  solids  may  pass  into  the  abscess-cavity.  I 
cannot,  however,  admit  that  liquids  or  solid  fciices,  although 
they  may  pass  or  be  drawn  into  the  abscess-cavity,  can,  except 
in  a  very  rare  combination  of  conditions,  be  propelled  or  burst 
into  it.  In  other  words,  while  an  abscess  often  bursts  into 
bowel,  bladder,  or  vagina,  it  must  be  extremely  rare  for  any- 
thing to  occur  like  a  bursting  of  bowel,  vagina,  or  bladder  into 
an  abscess-cavity.  The  passage  of  liquids  and  solids  into 
abscess-cavities  (or  ovarian  cysts)  from  these  viscera  I  have 
elsewhere  discussed  (see  my  work  On  Perimetritis  and  Para- 
metritis, p.  167),  and  I  shall  here  only  repeat  the  utter 
mapplicability  of  the  valvular  theory  ascribed  to  Dupuytren 
and  extensively  adopted,  a  theory  implying  such  an  opening  as 
permits  m  most  cases  only  of  liquids  leaving  the  abscess,  not 
of  anything  entering  it.  This  tlieory  cannot  be  entertained  by 
any  one  who  has  seen  the  actual  openings. 

The  existence  of  communication  between  replete  cavities 
without  any  active  interchange  of  contents  from  one  to  the 
other,  ox  viee  versd  is  illustrated  in  the  foetal  heart,  in  abscesses 
communicatmg  Math  arteries,  and  in  other  cases 

I  may  here  mention  a  remarkable  case  of  foBcal  abscess.  It 
occurred  in  a  recently  married  young  woman,  who  was,  un- 
fortunately, operated  on  for  sterility  while  she  was  act  lally 
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pregnant.  Early  abortion  took  place,  and  then  a  journey  by 
railway,  and  then  a  common  perimetritis.  A  lump,  of  the 
size  of  an  grange,  was  indistinctly  felt  behind  the  horizontal 
ramus  of  the  right  pubic  bone ;  and  in  this  lumj)  I  remarked 
gurgling,  produced  by  hand,  and  felt  on  one  occasion.  The 
woman  got  so  well  that  my  attendance,  which  was  in  consulta- 
tion, was  given  up.  A  few  days  afterwards,  faeces  and  air 
were  copiously  passed  per  vaginam,  and  the  opening  of  trans- 
mission was  easily  felt  behind  the  cervix.  It  soon  healed  up. 
After  a  few  days  the  discharge  of  f;eces  and  air  recommenced, 
and  it  was  again  arrested  in  a  few  days.  The  woman  had  no 
fever  or  suffering  during  these  icecal  discharges,  and  is  now 
quite  well. 


LV. 


ON  THE  MOEBID  ANATOMY  OF  DOUGLAS'S  POUCH. 

I  SHALL,  in  the  following  notes,  describe  chiefly  what  I  have 
myself  seen;  and  I  shall,  first  of  all,  give  a  brief  account 
of  two  cases  which  are  rather  monstrosities  or  malformations 
than  examples  of  morbid  anatomy,  as  that  term  is  ordinarily 
used. 

Dr.  Champneys  lately*  showed  to  the  Obstetrical  Society 
of  London  the  internal  genital  organs  of  a  female.  At  the 
bottom  of  Douglas's  pouch  and  on  its  anterior  wall  was  a  flat, 
pocket-like,  secondary  pouch,  large  enough  to  receive  the 
first  joint  of  the  middle  finger.  It  ended  in  an  angle  inferioiiy, 
its  lowest  point  being  inch  below  the  level  of  the  os 
uteri  externum,  where  it  might  take  part  in  forming  a  vaginal 
hernia. 

Some  years  ago,  along  with  Dr.  Underhill,  I  dissected 
pelvis  of  a  bvdky  married  woman,  who  had  no  vagina.  On 
examination,!  the  external  genital  organs  appeared  to  be 
natural.  An  irregular,  slightly  elevated,  hymen-like,  mucous 
fold  surrounded  the  part  representing  the  vaginal  orifice,  where 
was  a  pit  three-quarters  of  an  inch  deep  and  in  contact  with 
the  peritoneum.  The  ovaries  were  present  and  had  numerous 
cicatrices.  The  Fallopian  tubes  were  three  inches  long.  At 
the  junctions  of  the  tubes  with  the  ligaments  of  the  ovaries 
were  fleshy  nodules  nearly  as  big  as  a  pea,  each  tapering  in  a 
dii-ection  towards  the  other,  and  disappearing  after  a  course  of 
nearly  an  inch  on  the  posterior  surface  of  the  bladder.  The 
posterior  surface  of  the  bladder  was  smooth,  covered  by  peri- 
toneum;  aud  when  the  posterior  wall  of  the  bladder  was 

*  Obstetrical  Transactions,  London,  vol.  xx.,  1878,  p.  124. 
t  The  pelvis  and  tlie  internal  genital  organs  of  this  *  womarx  are 
preserved  in  the  Museum  of  St.  Bartholomew's  Hospital. 
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grasped  between  two  fingers,  notliing  was  felt  that  mi^ht  be 
snpposed  to  represent  the  uterus.  There  was  nothing  like  a 
round  ligament  of  the  uterus  to  be  seen  or  felt.  The^'rectum 
was^  normal,  except  as  to  the  extent  of  its  peritoneal  covering. 

The  peritoneum  passing  over  the  fundus  of  the  bladder  to 
Its  posterior  surface  covered  it  smoothly  to  about  2*  inches 
l^elow  the  level  of  a  line  joining  the  round  ligaments  of  the 
ovaries,  or  down  to  the  indistinct  vesico-sacral  ligaments.  The 
ovaries  and  Fallopian  tubes  lay  near  the  margin  or  brim  of 
the  pelvis,  separated  from  one  another  by  the  peritoneal  layer 
of  the  posterior  wall  of  the  bladder,  and  when  this  was 
gently  stretched  there  was  a  peritoneal  interspace  of  about 
four  inches.  The  meso-salpinx  was  nearly  natural,  and 
was  attached  laterally  to  the  peritoneum  near  the  brim  of  the 
pelvis. 

Beneath  what  would  be  the  natural  position  of  the  lowest 
part  of  Douglas's  space,  was  another  deep  peritoneal  pouch 
communicating  witli  the  general  peritoneal  cavity  by  an  opening 
bounded  by  the  bladder,  the  vesico-sacral  ligaments,  and  the 
rectum.  This  cavity  was  easily  expanded,  without  stretching, 
so  as  to  have  at  least  two  inches  in  diameter  in  all  directions  ; 
and  inferioiiy  it  touched  the  perineal  structures.  The  peritoneal 
lining  extended  to  about  an  inch  below  the  internal  opening  of 
the  urethra  ;  it  covered  the  small  mucous  blind  sac  representing 
the  vagina,  and  it  covered  the  rectum  to  within  an  inch  of 
the  anus. 

This  amount  of  enlargement  of  Douglas's  pouch,  or  descent 
of  the  peritoneal  cavity,  cannot  be  regarded  as  a  new  formation 
or  mere  expansion  of  a  previously  healthily  or  ordinarily  con- 
stituted peritoneal  pouch.  It  is  not  morbid  in  the  usual 
sense  of  that  word,  but  a  malformation  or  extraordinary 
formation,  to  be  classed  with  those  malformations  of  the 
peritoneum  often  seen  in  deformities  of  the  abdominal  organs. 
But  great  though  this  unusual  extension  of  peritoneal  cavity  is, 
it  is  yet  far  exceeded  by  morbid  states  which  we  shall  hereafter 
describe. 

In  three  cases  of  malformation  closely  resembling  that 
described,  that  is,  cases  of  absence  of  all  traces,  of  vagina  and 
internal  genital  organs,  discoverable  during  life,  I  have  carefully 
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examined  with  my  fingers  the  accessible  portions  of  the  pelvis, 
and  have  found  mohility  and  looseness  of  parts,  and  other  con- 
ditions scarcely  to  be  described  in  words,  which  led  me  to 
believe  that  in  them  the  same  arrangement  of  peritoneum 
existed.  The  condition  is  figured  by  Pirogoff,  and  I  have  found 
it  in  ovariotomy,  when  the  pouch  was  not  replete.  In  one 
case,  for  drainage  purposes,  an  opening  was  made  into  the 
unusually  descended  pouch,  and  the  opening  was  just  at  the 
inside  of  the  orifice  of  the  vagina. 

In  cases  of  epithelial  carcinomatous  growths  of  the  posterior 
Hp  of  the  cervix  uteri  invading  the  adjacent  vaginal  laquear,  it 
sometimes  happens  that  the  prominent  mass  is  not  nearly  so 
great  as  it  seems.  In  such  cases  the  projection  is  not  solid 
throughout,  but  is  formed  by  a  fold  of  the  affected  tissues, 
causing  a  sort  of  doubling  of  them,  and  enclosing  within  it  a 
sac  of  healthy  peritoneum,  or  a  descended  portion  of  Douglas's 
pouch.  The  operator,  when  amputating  such  a  mass,  by 
ecraseur  or  galvanic  wire,  finds  in  the  removed  part  a  peritoneal 
pouch,  and,  through  the  opening  thus  made  in  the  peritoneal 
cavity,  he  may  pass  his  finger  and  feel  the  nearest  intestinal 
folds;  and  this  has  repeatedly  happened  in  my  own  ex- 
perience. 

Several  cases  are  described  in  which  intestinal  hernia  has 
descended  towards  the  perineum,  forcing  the  pouch  of  Douglas 
before  it.  Of  this  no  example  has  come  under  my  observation. 
But  I  have  seen  a  remarkable  hernia-like  descent  of  this 
peritoneal  fold  through  the  vagina  pushing  the  posterior  wall  of 
the  passage  before  it  and  coming  to  bulge,  like  a  procident 
uterus,  outside  the  vulvar  orifice.  The  patient  had  occupied  a 
bed  in  the  Eoyal  Infirmary  of  Edinburgh,'^  having  an  ovarian 
cystoma  which  had  long  been  burst,  and  had  discharged  so 
copious  an  amount  of  very  viscid  clear  jelly  as  to  distend  her 
abdomen  extremely.  An  attempt  was  made  to  draw  it  ofl'  by 
paracentesis  abdominis,  but  in  vain,  on  account  of  its  viscidity. 
In  the  latter  weeks  of  her  life  a  rounded  firm  tumour  protruded 
from  the  vagina,  sometimes  more,  sometimes  less.  It  was 
regarded  by  the  nurse  as  a  falling  of  the  womb,  and  was  not 


*  See  Ohatoirical  Transactions  of  Eclinhuygh,  vol.  iv.  p.  326. 
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carefully  examined  during  life.  At  the  post-mortem  investigation 
made  by  Dr.  Wyllie,  it  was  found  to  be  a  hernia  of  Douglas's 
poitch.  At  the  bottom  of  the  recto-vaginal  fold  was  an 
opening  admitting  two  fingers,  which  established  communica- 
tion with  the  hernial  sac,  descending  between  the  rectum  and 
vagina,  and  then  protruding  into  the  latter.  The  sac  was  larger 
than  a  hen's  egg.  It  was  full  of  very  viscid  gelatinous  ovarian 
fluid,  which  adhered  to  its  peritoneal  surface. 

The  practitioner  searching,  by  digital  vaginal  examination, 
for  diseased  ovaries,  not  rarely  finds  them  prolapsed  or  descended 
below  the  level  of  the  cervix  uteri,  and  pushing  the  roof  of 
the  vagina  before  them  in  such  a  manner  as  implies  great  ex- 
pansion and  descent  of  Douglas's  pouch.  During  life  this  con- 
dition can  be  clearly  made  out  only  when  the  ovaries  are  loose 
in  the  peritoneal  sac,  not  adherent  to  it.  In  the  Museum  of 
St.  Bartholomew's  Hospital  is  a  specimen  of  this  descent,  in  a 
well-marked  degree,  of  an  ovary  which  is  hypertrophied,  being 
of  the  size  of  a  hen's  egg.  The  preparation  is  2,925  in  the 
Museum  Catalogue.  The  ovary  appears  to  be  quite  loose  in  a 
new  or  lower  Douglas's  pouch,  for  its  main  bulk  lies  below 
the  level  of  the  os  uteri.  During  life  this  could  no  doubt  have 
been  easily  felt,  and  the  nature  of  the  case  might  have  been 
suspected. 

The  practitioner  digitally  examining,  per  vaginam  or  per 
rectum,  can  often  feel  that  Douglas's  space  is  empty,  pushing 
his  finger  into  it,  inverting  the  peritoneum,  and  feeling  the 
utero-sacral  ligaments  in  various  states  of  thickness  and 
tightness  and  tenderness,  bounding  it  to  right  and  left ; 
while  his  finger  displaces  the  previously  adjacent  uterus  and 
rectum,  or  uterus  and  other  organ,  such  as  ovary  or  fold  of  bowel. 

On  the  other  hand,  he  can  often,  in  morbid  conditions,  feel 
that  it  is  replete.  When  it  is  replete,  it  is  also  generally  ex- 
panded and  also  generally  descended.  This  state  of  repletion 
is  often  not  felt,  or  very  indistinctly  made  out,  in  cases  of 
hydroperitoneum  or  ordinary  ascites,  but  sometimes  it  is  clearly 
present.  Especially  distinct  it  is  when  a  layer  of  fluid  surrounds 
a  prolapsed  ovary,  or  still  more  when  hydroperitoneum  surrounds 
an  enlarged  ovary  or  a  fibroid  ]3rojecting  into  and  expanding  the 
pouch. 
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Serum,  pus,  or  blood,  accumulating  in  Douglas's  space,  fills 
it,  expands  or  stretches  it,  and  generally  causes  descent  of  it. 
When  such  fluids  in  this  pouch,  are  enclosed  above  by 
coherent  or  mutually  agglutinated  organs,  the  examinmg 
finger  does  not  enter  the  pouch,  pushing  the  lowest  or  first 
reached  part  before  it,  but  feels  it  as  a  convex  and  generally 
as  a  more  or  less  solid  mass  ;  the  feeling  of  fluid  being  often 
entirely  absent,  while  the  contents  are  both  liquid  and  thin. 
And  it  must  be  added  that  the  feeling  of  fluid  is  some- 
times present  when  the  contents  are  constituted  by  a  soft 
solid. 

Eepletion  of  Douglas's  pouch,  with  fluid  enclosed  superiorly 
by  coherent  organs,  involves  displacement  of  parts.  The  dis- 
placement caused  by  repletion  of  the  rectum  has  been  studied, 
and  the  observations  of  Pirogoff  and  Garson  may  be  referred 
to.  In  rectal  repletion  the  uterus  is  pushed  forwards  and 
a  little  upwards.  The  displacement  caused  by  vesical  distension 
has  been  also  attended  to,  and  the  observations  of  Pirogoff, 
Simpson,  and  specially  of  Hart,*  may  be  referred  to.  In  vesical 
distension  the  uterus  is  pushed  backwards,  its  fundus  being 
moved  backwards  and  downwards. 

The  displacements  produced  by  repletion  of  the  pouch  of 
Douglas  are  not  the  same  in  all  cases,  but  there  is,  in  the 
absence  of  any  complication,  a  prevailing  uniformity.  The 
posterior  vaginal  wall,  and  especially  its  ujjper  parts,  are,  along 
with  the  adjacent  peritoneum,  greatly  extended  or  stretched, 
that  is,  they  form  a  much  increased  surfacg.  They  are  also 
pushed  dowuM'ards  and  towards  the  posterior  surface  of  the 
bodies  of  the  pubic  bones.  The  posterior  wall  bulges  in  a 
globose  form  into  the  potential  cavity  of  the  vagina.  The 
rectum  may  be,  in  its  middle  third,  similarly  extended,  having 
its  cavity  flattened  between  the  pouch  of  Douglas  and  the 
sacrum,  or  it  may  be  merely  gently  compressed,  without  exten- 
sion, between  the  pouch  and  the  sacrum.  The  uterus  is  pushed 
forwards  to  behind  the  pubic  bones  ;  and  as  accumulation  in 
Douglas's  space  increases,  it  is  pushed  upwards  till  its  cervix 
is  at  or  above  the  level  of  the  upper  border  of  the  symphisis 


*  See  Hart  and  Barbour,  ilanual  of  Oynacologij,  1882. 
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pubis— conditions  that  imply  great  displacement  and  distortion 
of  the  hladder. 

The  amount  of  development  or  extension  and  descent  of  the 
posterior  wall  of  the  vagina  varies  greatly,  and  tliis  is  not 
regulated  merely  by  the  degree  of  repletion  of  the  pouch  of 
Douglas  or  the  quantity  of  fluid  contained  in  it.  In  other 
words,  the  roof  of  the  cavity,  formed  by  coherent  organs,  may, 
by  increasing  repletion,  be  developed  and  ascend  to  compensate 
for  diminished  development  of  the  pouch  inferiorly,  and  descent 
into  the  pelvic  excavation  or  beyond  it.  What  the  forces  are 
which,  in  a  chronic  case  for  instance,  determine  the  develop- 
ment and  descent  of  the  lower  part  of  the  cyst,  that  is,  of 
Douglas's  pouch  ;  or,  on  the  other  hand,  the  development  and 
ascent  of  the  roof  of  the  cyst,  that  is,  of  the  coherent  viscera, 
it  is  difficult  to  determine.  ISTo  doubt  softness  and  easy  dis- 
placeability  or  mobility  form  an  element  of  it,  but  it  appears  to 
me  to  be  chiefly  regulated  by  the  pressure  relations  of  the 
abdomen  or  its  so-called  retentive  power.  When  intra-abdominal 
pressure  is  small  and  natural,  or  great,  there  will  be  descent. 
When  intra-abdominal  pressure  is  absent  or  negative^  there 
will  be  ascent. 

It  is  not  fluids  only  which  may  occupy  and  distend  Douglas's 
pouch,  but  also,  occasionally,  a  retroverted  uterus,  whether 
gravid  or  not,  an  enlarged  ovary,  or  a  fibroid,  or  folds  of  intes- 
tine, or  an  extra-uterine  fcetation. 

The  great  degree  of  development  and  descent  of  the  posterior 
vaginal  wall  is  often  a  subject  of  interesting  clinical  demonstra- 
tion. Lately,  in  "  Martha,"  I  opened  a  uterine  hfematocele  of 
considerable  size,  occupying  the  whole  pelvic  excavation  and 
bulging  upon  the  orifice  of  the  vagina.  The  slightly  elongated 
uterus  was  lying  behind  the  lowest  part  of  the  abdominal  wall, 
its  cervix  being  felt  at  the  upper  margin  of  the  symphisis 
pubis.  The  opening  made  by  the  bistoury  into  Douglas's 
pouch  was  not  more  distant  than  an  inch  from  the  vulva. 
Students  who  might  naturally  have  difficulty  in  regarding  this 
as  an  incision  into  the  peritoneal  cavity  were  convinced  by  tlie 
predicted  results  of  examination  a  week  or  so  afterwards,  when 
the  contents  of  the  pouch  were  completely  discharged  and  the 
parts  had  resumed  nearly  their  natural  position.    Then  the 
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scar  of  the  incision  was  reached,  only  after  intrusion  of  the 
whole  length  of  the  finger,  and  found  just  behind  the  cervix, 
whicli  part  also  was  now  nearly  in  its  natural  situation. 
Similar  demonstrations  I  have  repeatedly  made  in  cases  of 
serous  distension  of  the  pouch,  or  of  ordinary  retro-uterine 
perimetric  abscess. 

The  descent  and  especially  the  development  of  Douglas's 
pouch  make  it  an  easy  matter  for  the  surgeon  to  interfere 
with  it.  In  the  natural  condition  it  would  be  difficult 
or  impossible  to  introduce  a  bistoury  into  Douglas's  pouch 
Avithout  doing  more  than  was  intended ;  but,  when  it  is 
pushed  down,  it  is  easily  reached,  and  when  it  is  expanded  it 
can  be  opened  without  any  danger  of  the  bistoury  or  trocar 
touching  parts  other  than  those  in  which  the  wound  is 
desired. 

The  pouch  of  Douglas  may  be  pushed  down  much  farther 
than  in  any  of  the  cases  to  which  we  have  alluded,  far  beyond 
the  limits  of  the  pelvic  ca^dty  or  even  of  the  vulva.  This  is 
common  in  one  set  of  cases,  those  of  ^procidentia,  where  the 
pouch  comes  generally  to  lie  in  contact  with  the  lowest  part 
of  the  extruded  supra-vaginal  jDortion  of  cervix.  But  I  have 
seen  it  even  farther  protruded  when  replete  with  pus  than  it 
is  in  cases  of  great  procidentia.  The  case  was  one  of  hydatids 
in  Douglas's  pouch,  with  general  pelvic  prolapse,  and  especially 
procidentia  of  the  posterior  vaginal  wall.  The  procidentia  was 
prevented  by  pessary,  but  only  imperfectly ;  and  the  patient 
gave  up  its  use.  She  was  seized  with  peritonitis,  and  was 
brought  once  more  into  the  hospital,  apparently  moribund. 
From  this  state  she  recovered.  Abscess  formed  in  Douglas's 
pouch,  wliich  was  now  protruded  far  beyond  the  vulva, 
forming  a  tumour  there  larger  than  an  adult  foetal  head,  the 
uterus  remaining  high  in  the  pelvic  cavity.  I  opened  this 
freely,  and  putrid  fcetid  gas,  and  pus,  and  hydatids  were  dis- 
charged in  large  quantity.  The  patient  survived  for  some 
weeks.  On  a  post-mortem  examination,  hydatids  were  found 
in  various  parts  of  the  abdomen,  and  the  conditions  diagnosed 
in  the  pelvis  were  confirmed  by  the  autopsy. 

Eare  cases  are  recorded  by  Eokitansky  and  others,  in 
which  the  pouch  of  Douglas  and  adjacent  vagina,  distended  by 
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a  retroflected  and  retroverted  uterus,  have  sloughed,  leaving 
the  peritoneal  covering  of  the  fundus  uteri  bare.  Dr.  Brewer 
has  put  on  record*  a  case  in  which,  through  an  opening  in  the 
vagina,  an  ovarian  cyst  was  pushed  beyond  the  vulva.  The 
woman  was  in  labour,  the  head  descending.  The  tumour  was 
successfully  removed.  The  cyst  is  No.  3,085  in  the  Museum 
of  St.  Bartholomew's  Hospital. 

In  one  case,  which  I  observed,  the  fundus  of  a  retroverted 
uterus,  pushing  before  it  the  pouch  of  Douglas,  descended,  not 
into  the  vagina,  but  into  the  rectum,  and  so  far  that  the  fundus 
projected  through  the  anus  when  strong  bearing-down  effort 
was  made. 

In  conclusion,  another  great  rarity  may  be  mentioned.  It 
was  observed  by  I'reund.t  In  it  there  was  great  procidentia, 
and  the  jjouch  of  Douglas  descended,  unchanged,  carrying  with 
it  the  rectum  to  the  lowest  part  of  the  prolapsed  mass.  In 
most  cases  of  procidentia  there  is  no  rectocele  or  only  slight 
pouching  anteriorly  above  the  sphincter,  and  in  such  cases  the 
relations  of  Douglas's  pouch  to  the  rectum  are  greatly  changed, 
descent  taking  place  apparently  with  elongation  or  development 
of  the  part  of  the  peritoneal  reflection  which  joins  the  rectum 
and  uterus,  a  long  and  wide  extent  of  posterior  vaginal  wall 
being  covered  by  peritoneum.  This  peritoneal  development 
is,  in  ordinary  procidentia,  closely  analogous  to  that  which 
takes  place  when  the  poucli  of  Douglas  becomes  filled  with 
any  fluid.  Then,  also,  as  already  described,  the  posterior 
vaginal  wall  is  extensively  covered  in  its  extended  state  by 
peritoneum.  In  Freund's  case  there  is  no  reason  to  suppose 
that  the  peritoneum  of  Douglas's  pouch  was  in  any  way 
materially  altered. 

*  Ohstetrical  Transactions,  vol.  xx.  p.  184. 

f  In  Fritsch.  Lageverdnderungen  der  Gehdrmutfer.  S.  I  So. 
JSandhuch  der  Fraiienlcranhheiten,  redigirt  von  Billroth.  III. 
Abschnitt. 
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THE  INVESTIGATION  OF  THE  INTERIOR  OF  THE  UTEEUS 
BY  THE  OAEBOLISED  HAND  AT  LONG  INTERVALS 
AFTER  DELIVERY* 

Mes.  a.  B.  was  confined  at  lier  home  in  the  south  of  Scotland 
on  June  5th,  1876.  The  child  born  was  her  second.  She 
was  attended  by  her  physician,  who  lived  in  the  neighbour- 
hood, and  to  him  I  owe  most  of  the  details  now  to  be  given  of 
her  case.  The  labour  was  easy,  natural,  and  lasted  four  hours. 
The  placenta  was  removed  without  difficulty  about  fifteen 
minutes  after  the  birth  of  the  child.  The  membranes  were 
twisted  to  ensure  their  com^^lete  withdrawal,  and  then  a  dose 
of  ergot  was  administered.  At  9  a.m.,  all  was  completed  and 
well.  In  the  evening  of  the  6th,  Mrs.  A.  B.  had  a  feeling  of 
cold  in  the  back  and  severe  lumbar  pain.  On  the  morning  of 
the  7th,  her  pulse  was  120,  and  at  night  it  was  140,  at  which 
rate  it  continued  till  after  my  visit  on  the  8th.  The  tempera- 
ture rose  correspondingly,  but  no  note  of  its  height  was 
preserved. 

In  response  to  a  telegraphic  message,  I  saw  the  patient  on 
the  afternoon  of  the  8th,  eighty  hours,  or  nearly  three  days 
and  a  half,  after  her  confinement.  I  found  her  with  every 
appearance  of  having  an  attack  of  septicemia  post  partum. 
The  abdomen  was  slightly  tympanitic,  the  uterus  somewhat 
tender. 

The  circumstances  of  the  case,  both  intrinsic  and  extrinsic, 
rendered  the  crisis  extremely  alarming  and  important.  The 
lochial  discharge  was  natural,  and  reported  as  having  no  foetor. 
Nevertheless,  I  made  a  vaginal  examination,  pushing  the  finger 

*  Rnad  ia  the  Section  of  Obstetric  Medicine  at  the  Annual  Meeting  of 
the  British  Medical  Association  in  Manchester,  August  1877.  ° 
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into  tlie  cervix  uteri,  and  hooking  away  shreds  of  clot,  which 
were  imexpectedly  found  to  be  distinctly  putrid.  A  second 
attempt  brought  away  a  small  bit  of  membrane,  putrid. 
Being  at  a  great  distance  from  proper  instruments  to  complete 
what  I  regarded  as  tlie  desirable  treatment — namely,  the 
removal  by  forceps  of  any  other  pieces  of  membrane  or 
decidua — and  time  being  very  valuable,  I  had  choloroform 
administered,  with  a  view  to  the  introduction  of  my  liand  into 
the  vagina  and  of  my  fingers  into  the  uterus,  to  effect  the 
exploration  and  removal  of  what  might  be  found  that  should 
be  taken  away.  Doing  this,  I  gradually  penetrated  farther 
and  farther  into  the  uterus  without  finding  anything.  At  last 
my  whole  hand  was  inside  the  organ,  which  felt  not  unlike 
an  uterus  only  recently  evacuated.  In  the  fundus  of  the 
uterus  it  was  now  my  extreme  good  fortune  to  find  adherent 
an  irregular  lacerated  patch  of  chorionic  membrane,  about 
four  inches  long  and  an  inch  broad.  It  was  found  to  be 
foetid.     After  this,  I  left  the  patient. 

Both  pulse  and  temperature  fell  in  a  marked  manner  after 
this  operation.  The  alarming  appearance  and  symptoms  dis- 
appeared. The  pulse  remained  high  for  several  days  ;  but  the 
extreme  anxiety  of  the  physician  and  friends  was  subdued 
for  good. 

The  foetor  of  the  discharge  was  recognised  by  the  nurse 
after  my  visit,  but  only  at  first,  or  for  less  than  a  day. 

While,  as  is  well  known,  there  is  often  insuperable  difficulty 
in  classifying  cases  of  so-called  puerperal  fever  under  the  heads 
pyffimia,  septicaemia,  saprsemia,  there  can  in  this  instance  be 
no  hesitation  in  designating  the  disease  as  simple  saprnemia. 
Such  cases  are  familiar  to  the  gynecologist.  A  decomposing 
uterine  fibroid,  a  decomposing  blood-clot  in  a  ha^matocele, 
produce  shiverings, '  sweatings,  vomiting,  delirium,  high  pulse, 
high  temperature  :  a  most  alarming  combination  of  symptoms, 
wliich,  on  the  removal  of  their  cause,  is  dissipated  with  extra- 
ordinary rapidity,  in  a  few  hours,  as  if  by  a  charm.  Such  was 
the  fortunate  course  of  events  in  the  case  just  narrated  ;  but, 
had  the  putrefying  membrane  continued  much  longer  in  a 
puerperal  uterus,  a  fatal  result  was  probable. 

It  is  well  known  that  membranes,  and  even  tlie  placenta, 
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may  be  left  in  utero  and  not  give  rise  to  alarming  symptoms, 
even  tliougli  putrefaction  ensues,  which  is  not  always  the  case. 
That  there  is  risk,  however,  in  leaving  even  shreds  of  mem- 
brane was  known  to  Delamotte  *  and  to  White,t  who,  writing 
in  the  last  century  on  the  expulsion  of  the  placenta,  eays  : 
"  It  is  to  he  handled  gently,  and  with  great  care  gradually 
brought  away,  lest  any  parts  of  the  caduca,  chorion,  or  amnios, 
should  be  left  behind  ;  for  this  would  occasion  a  very  putrid 
discharge,  together  with  pain  and  a  fever."  The  danger,  thus 
too  unconditionally  asserted  by  White,  more  cautiously  by 
Delamotte,  is,  on  the  other  hand,  and  injuriously,  ignored  by 
many,  and  among  others  .  by  John  Eamsbotham,t  who  says 
that,  "  when  the  placenta  is  withdrawn,  a  portion  of  its 
attached  membranes  will  occasionally,  undev  the  greatest  care 
and  attention,  be  separated,  and  be  left  in  the  uterus  or 
vagina,  without  any  future  detriment  to  the  patient." 

In  the  case  which  I  have  narrated,  the  greatest  care  and 
attention  did  not  secure  the  complete  withdrawal  of  the 
membranes.  The  position  of  the  persisteutly  remaining  shred 
renders  it-  unlikely  that  any  forceps  would  have  reached  it 
and  removed  it  entirely ;  nor  is^  it  probable  that  it  Avould 
have  come  away  in  the  discharges  early  enough  to  allow  of 
the  preservation  of  life,  already  most  seriously  threatened.  It 
is  under  these  circumstances  that  I  propose  the  operation  of 
investigating  the  interior  of  the  uterus  by  the  carefully  carbo- 
lized  hand  of  the  accoucheur,  with  a  ^dew  to  finding  and 
removing  decomposing  substance.  In  such  a  state  of  matters, 
I  have  hitherto  used  the  practice  of  Baudelocque ;  §  namely, 
antiseptic  intra-uterine  injections.  I  employ  a  double  catheter, 
and  I  have  repeatedly  had  reason  to  be  satisfied  with  the 
results.  But,  in  the  cases  where  I  have  used  this  treatment 
successfully,  there  has  not. been  washed  out  by  the  injections 
any  shred  of  hidden  membrane ;  and  I  very  much  doubt 
whether  injections,  in  the  case  which  I  have  narrated,  would 

*  Traite  complet  des  Accouchemens,  Nouv.  ed.,  1729,  p.  609. 
t  The  Management  of  Pregnant  and  Lying-in  Women,  2nd  edition. 
London,  1777,  p.  112. 

1  Practical  Observations  on  Midwiferij.    London,  1842,  p.  96. 
§  System  of  Mdwifery,  Heath's  translation,  vol.  ii.,  p.  25. 
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have  produced  this  supreme  result ;  for,  hcsides  the  difficulty 
of  directing  the  current  so  as  to  envelop  and  remove  the 
adherent  membrane,  there  is  the  absence  of  any  knowledge 
where  the  hidden  membrane  is — absence,  perhaps,  even  of 
suspicion  of  its  presence. 

There  is,  as  yet,  no  properly  formed  professional  opinion 
as  to  the  length  of  time  after  delivery  during  which  it  is 
possible  to  introduce  the  whole  hand  into  the  uterus  in  a 
natural  case  :  and  it  is  the  whole  hand  that  has  to  be  intro- 
duced with  a  view  to  doing  completely  the  operation  I  propose. 
The  nearest  approach  to  conditions  similar  to  those  of  my  case 
is  found  in  instances  of  retention  of  the  placenta.  Active 
interference  in  this  morbid  condition  implies  introduction  of 
fingers,  and  often  of  the  whole  hand ;  and  the  difficulty  feared 
is  contraction  of  the  internal  os  uteri  or  higher  up.  Hegar,  a 
recent  author^  on  the  subject,  writes  as  follows  :    "  Osiander 

gives  the  advice  to  wait  an  hour  Kilian  allows  two 

hours  to   pass.     Jorg,  Seller,   Schmidtmann    give  similar 

directions.    Hohl  says  from  a  quarter  to  a  whole  hour  

Boivin  allows  a  space  of  an  hour.    Paul  Dubois' limits  the 

interval  to  an  hour,  or  at*  most  an  hour  and  a  half  

Chailly  and  Cazeaux  follow  his  example.  Maygrier,  as  well 
as  his  collaborator  and  translator,  T.  Von  Siebold,  express 
similar  views.  Maygrier  allows  two  hours  of  expectation. 
Burns  will  not  leave  the  lying-in  room  until  the  placenta  is 
extracted  ;  and,  if  this  is  not  effected  within  an  hour,  then  he 
may  go  away.  Clarke,  Merriman,  Eamsbotham,  E.  Lee,  and 
the  American  Meigs,  entertain  similar  views."  In  another 
place,  Hegar,  expressing  his  own  views  as  to  the  length  of 
waiting  under  special  circumstances,  says  that  removal  of  the 
placenta  may  be  effected  even  two  days  after  delivery  without 
special  difficulty  or  force ;  and  that,  if  the  whole  hand  be  not 
introduced  for  this  purpose,  at  least  a  few  fingers  may  be 
pressed  into  tlie  uterine  cavity. 

The  latest  author  on  this  subject,  M.  Bailly,t  describing 
cases  of  retained  placenta,  concludes  his  article  by  laying 

*  Flacental  Betention,  1862,  ss.  150,  175,  177. 
t  Archives  de  Tocologic,  Juin  1876,  p.  360. 
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down  "  that  the  uterus  remains,  in  general,  permeable  for  the 
hand  of  the  accoucheur  during  more  than  an  hour  after 
delivery ;  that  exceptionally,  and  in  virtue  of  a  natural  in- 
explicable disposition,  uterine  retraction  may,  long  before  the 
end  of  the  first  hour,  render  the  introduction  of  the 
accoucheur's  hand  into  the  womb  very  difficult,  and  greatly 
impede  or  obstruct  deliverance ;  that,  if  the  woman  has  taken 
ergot  of  rye  a  short  time  before  the  end  of  her  labour,  she 
ought  to  be  delivered  in  less  than  a  quarter  of  an  hour  after 
the  birth  of  the  child,  to  avoid  the  effects  of  the  contraction 
of  the  cervico-uterine  orifice  and  of  the  retention  of  the 
placenta  in  the  uterus." 

There  can  be  no  doubt  that  these  opinions  of  Hegar  and 
Bailly  require  reconsideration,  as  the  historical  details  which 
I  shall  presently  give  will  show.  But  these  historical  details, 
while  they  compel  modification  of  the  views  generally  held, 
and  contribute  valuable  data,  do  not  leave  the  subject  in  a 
satisfactory  state,  it  being  evident  that  much  more  inquiry 
into  the  matter  is  demanded,  more  experience  accumulated. 

Delamotte,*  in  1869,  introduced  his  hand  into  the  uterus  to 
remove  a  placenta  from  the  uterus  of  a  woman  twenty-eight 
hours  after  the  birth  of  the  child. 

Chapman  t  extracted  an  adherent  placenta,  introducing  the 
whole  hand  for  the  purpose,  five  days  after  delivery! 

Burton  J  introduced  his  hand  to  extract  a  placenta  twelve 
hours  after  the  birth  of  the  child. 

Smellie  §  introduced  his  hand  to  extract  a  placenta  twelve 
hours  after  the  birth  of  the  child. 

Pugh  11  says  as  follows — "  Wlien  I  have  been  often  sent  for, 
where  midwive^  could  not  extract  it  (the  placenta)  twelve^ 
twenty-four,  or  thirty-six  hours  before,  and  by  anointing  my 
hand  well  with  pomatum,  I  cannot  say  I  ever  met  Avith  any 
very  great  difficulty  in  introducing  my  hand  into  the  womb." 

*  Traite  complet  des  Accouch.,  Nouv.  ed.,  1729,  p.  599. 

t  A  Treatise  on  the  Improvement  of  Midwifery,  &c.,  1753,  p.  235 

I  An  Essay  towards  a  Complete  New  System  of  Midwifery,  '1751, 

§  A  Collection  of  Cases  amd  Observations  in  Midwifery,  4th  edition 

1766,  vol.  11.  p.  344.  ■'  v^wuu^ 

II  Treatise  of  Midwifery,  1754,  p.  29. 
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Collins*  introduced  the  hand  in  a  case  of  hcemorrhage  on 
the  fourth  day  after  delivery. 

E.  Lee  t  introduced  the  hand  to  remove  a  placenta  twenty- 
two  hours  after  delivery,  and  in  another  case  twelve  hours  after 
the  delivery  of  the  child. 

Haddon  ^  examined  the  interior  of  a  uterus  on  the  seventh 
day  after  delivery,  introducing  his  hand. 

Some  yea.rs  ago,  I  was  called  in  consultation  by  the  late  Dr. 
Coldstream,  and  removed  an  adherent  placenta  more  than  two 
days  after  the  birth  of  the  child.  There  had  been  great 
flooding,  No  difficulty  was  experienced  in  introducing  the 
hand  into  the  uterus. 

Jones  §  introduced  the  hand  to  remove  the  jol^centa  six 
weeks  after  delivery  :  Atthiil,||  on  the  fifth  day :  Schultze  ^ 
in  the  fourth  week. 

The  records  of  midwifery  and  ordinary  experience  show  that 
the  difficulty  arises  from  uterine  spasm,  affecting  generally  the 
cervix,  and  especially  its  internal  os,  or  rather  the  lowest  part 
of  the  body  of  the  uterus  ;  and  this  is  naturally  expected,  for 
it  is  the  seat  of  the  first  obstruction  to  be  overcome.  But  I 
am  decidedly  of  opinion  that  it  is  not  only  the  first  met,  but 
also  the  chief  difficulty.  The  lowest  part  of  the  body  of  the 
uterus,  or  internal  os  of  the  cervix,  is,  in  natural  and  morbid 
conditions,  more  difficult  of  dilatation  than  the  parts  of  the 
body  of  the  uterus  above  it.  The  history  of  natural  pregnancy, 
cases  of  retained  placenta,  many  cases  of  hourglass  dilatation, 
the  dilatation  of  the  unimpregnated  uterus  by  tents,  all  combine 
to  demonstrate  this.  Besides,  many  cases  are  on  record  where, 
long  after  delivery,  as  long  as  twelve  or  even  nineteen  days,** 
the  body  of  the  uterus  was  large  and  dilated  by  contents,  while 
the  cervix  was  contracted. 

*  Practical  Treatise,  1836,  p.  167. 
t  Clinical  Midwifery,  2nd  edition,  pp.  201  and  204. 
X  Edinhiirgh  Medical  Journal,  July  1873,  p.  35. 
§  British  Medical  Journal,  May  18,  1878,  p.  710- 
•  -  II  Obstetrical  Journal,  Jan.  1879,  p.  660. 
if  Lageveranderungen  der  Geh.,  s.  220. 

**  See  Ingleby,  A  Practical  Treatise  on  Uterine  Eoemorrliage,  pp.  214, 
217,  219,  248;  also  Ashwell,  A  Practical  Treatise  on  Parturitio7i,  p.  458. 
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It  lias  occurred  to  me  that  there  may  be  especial  difficulty 
in  introducing  the  hand  into  the  uterus  during  the  first  few 
hours  after  delivery,  when  the  uterus  is  particularly  irritable 
aud  in  a  state  of  greater  tonic  or  permanent  contraction  or 
retraction  than  it  is  subsequently.  The  same  idea  was  long 
ago  m.ooted  by  Delamotte,*  who  enters  at  some  length  into 
theoretical  reflections  with  a  view  to  accounting  for  a  circum- 
stance which,  however  unlikely,  is,  he  says,  confirmed  by 
practice  and  experience. 

"  The  OS  uteri/'  says  Burns,  t  "  affords  considerable  resistance 
to  the  introduction  of  the  hand  in  cases  where  the  retention  (of 
the  placenta)  has  subsisted  for  some  days  ;  but  by  very  slow 
and  gentle  efforts,  such  as  are  scarcely  felt  by  the  patient,  it 
may  be  dilated.  Sometimes  it  yields  very  easily,  or  is  not  at 
all  contracted.  If,  however,  it  be  rigid  and  unyielding — a  con- 
dition rarely  conjoined  with  retention  of  the  entire  placenta — 
we  must  not  use  violence."  There  seems  to  me  to  be  some 
truth  in  the  notion  that  repletion  of  the  uterus  favours  a 
relaxed  condition  of  the  cervix ;  but  I  cannot  discover  the  law 
which  regulates  the  condition  of  the  cervix  in  this  respect. 
There  are  many  cases  of  rigid  cervix  in  early  labour  when  the 
uterus  is  replete.  On  the  other  hand,  I  have  repeatedly,  in 
urgent  circumstances,  introduced  my  hand  into  the  uterus  and 
effected  deHvery  without  difdculty  before  labour  had  commenced. 
Again,  on  the  other  side,  I  have  seen  the  greatest  rigidity  of 
the  whole  cervix  before  the  birth  of  a  second  twin.  In  1863, 
I  was  called  to  a  great  distance  to  aid  a  woman  in  her  second 
labour.  A  child  was  born  on  December  29.  It  was  the 
first  of  twins  ;  and  no  anxiety  was  felt  as  to  the  birth  of  the 
second,  for  the  ^nembranes  of  the  second  were  (erroneously) 
believed  to  be  unruptured.  On  January  i,  I  found  the 
uterus  tender  and  tympanitic;  chHd  dead;  discharges  putrid 
and  mixed  with  foetid  gases;  pulse  120.  The  whole  cervix 
was  contracted  into  a  rigid  tube.  The  supposed  bag  of 
membranes  was  a  sort  of  caput  succedaneum  formed  on  the 
thorax,  which  was  the  presenting  part.    I  never  experienced 

*  Traite  co^wplet  des  Accouchemens,  1729,  p.  600. 
t  Principles  of  Midmiifery,  loth  edition,  p.  562. 
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SO  great  dilliculty  in  introducing  my  hand  to  turn;  nor  did 
I  ever  suffer  greater  pain  than  I  then  felt  in  my  liand,  wrist, 
and  arm.  At  length,  I  succeeded  in  turning  and  i^odalic 
extraction.    The  woman  made  a  good  recovery. 

When  the  cervix  is  passed  hy  the  hand,  there  may  yet  he 
great  difficulty ;  but  there  will  probably  be  none,  unless  there 
is  a  morbid  spasm  higher  up  in  the  uterus  than  the  internal  os 
of  the  cervix. 

While  there  are  on  record  cases  in  which  the  hand  has  been 
introduced  into  the  uterus  several  days  after  delivery,  when  it 
contained  blood   or  plapenta,  there  is  none  in  which  this 
operation  has  been  done  merely  for  the  discovery  and  removal 
of  a  small  piece  of  membrane,  whose  size  involves  no  distention 
of  the  uterine  cavity.     That  the  novel  operation,  which  I 
performed  three  days  and  a  half  after  delivery,  may,  with 
advantage,  be  done  even  considerably  later,  I  know  from 
experience.    But  at  present  the  whole  subject,  of  the  capability 
of  the  uterine  body  to  admit  the  hand  at  loug  intervals  of  time 
from  delivery,  is  in  an  unsettled  state,  and  demands  the  clinical 
investigation  of  obstetricians  on  account  of  its  evident  practical 
importance.    Besides  clinical  observations  and  investigations, 
laboratory  experiments  may  be  advantageously  made,  with  a 
view  to  the  elucidation  of  the  matter.    Some  have  actually 
been  made,  not  indeed  with  a  view  to  test  the  expansibility  of 
the  body  of  the  uterus,  but  with  the  result  of  demonstrating  it 
post-mortem.    M.  Glenard,  studying  the  source  of  the  aterine 
souffle  of  pregnancy,  and  having  no  dead  pregnant  woman  for 
his  regional  inquiry,  distended  the  uteri  of  women  recently 
delivered,  with  a  view  to  reproduce  the  relational  conditions  of 
prec^nancy.    In  the  case  of  a  woman  who  die(*  of  eclampsia  on 
the^fourth  day  of  her  lying-in,  he  distended  the  womb  by 
injecting  air  into  a  caoutchouc  bladder  placed  m^Ide.    "  The 
uterus  (he  says*)  thus  distended,  measured  31  centimetres 
from  its  upper  part  to  the  symphysis  pubis  ;  it  surmounted 
the   umbilicus  10  centimetres,  and  its  greatest  transverse 
diameter  was  18  centimetres  ;  the  distance  from  the  umbilicus 
to  the  iliac  spine  was  found  to  be  20  centimetres  ;  from  the 


*  Archives  de  Tocologie,  Aoilt  1876,  p.  468. 
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fundus  uteri  to  tlie  xyphoid  appendage,  13  centimetres.  It 
was  thus  almost  a  uterus  of  seven  and  a  half  to  eight  months. 
Many    more  experiments   of   this  kind  cannot  but  prove 
interesting  and  important. 

Experiments  such  as  those  of  M.  Glenard  do  not  stand  alone 
in  pathology,  and  probably  do  not  altogether  meet  the  mam 
difficulty,  which  may  lie  in  the  dilatation  of  the  cervix,  and 
especially  of  its  internal  os.  The  rapid  dilatation  of  the 
uterine  body  many  days  after  delivery  is  not  very  rarely 
illustrated  in  those  cases  of  simple  secondary  htemorrhage,  and 
of  secondary  hemorrhage  with  retained  placenta,  or  portion  of 
placenta,  when  blood  rapidly  accumulates  in  the  nterus,  just  as 
it  does  immediately  after  delivery.  It  is  only  this  rapid  dila- 
tation of  the  uterine  cavity  that  can  be  used  to  throw  light  on 
the  operative  procedure  which  I  am  in  this  paper  proposing ; 
but  it  may  not  be  altogether  out  of  place  to  remark  that  its 
slower  dilatation,  as  in  pregnancy,  in  simple  hfcmatometra, 
with  or  without  atresia,  and  in  operative  procedures,  demands 
careful  study,  which  cannot  but  result  in  knowledge  that  will 
contribute  to  the  elucidation  of  this  subject. 


LVII. 

THE  MECHANICAL  DILATATION  OF  THE  CERVIX  UTERI, 
AND  THE  APPLIANCES  USED  FOR  THE  PURPOSE. 


The  investigations,  the  results  of  wliicli  are  given  in  the  fol- 
lowing paper,  were  begun  sim-plj  with  a  view  to  greater  exact- 
ness of  knowledge  of  the  powers  and  uses  of  the  various  means 
employed  to  dilate  the  cervix  uteri  in  obstetrics  and  gynecology. 
As  the  inquiry  advanced,  numerous  x^hysiological  and  thera- 
peutical points  arose,  which  appeared  to  throw  light  on  it,  or 
to  be  themselves  illustrated ;  and  to  some  of  them  reference 
will  be  made. 

Tor  the  dilatation  of  the  cervix  uteri,  cutting  instruments 
are  occasionally  used,  but  no  account  of  their  action  is  here 
attempted,  as  it  is  of  the  simplest  kind,  and  its  power  is  prac- 
tically unlimited.  The  means  to  which  attention  will  be 
directed  are : 

1.  The  bousfie. 

2.  The  tangle-tent. 

3.  The  sponge-tent. 

4.  The  india-rubber  bag,  commonly  made  fiddle-shaped,  and 
named  after  Barnes. 

All  of  these  may  be  used,  and  are  used,  in  obstetrics  and 
gynaecology  ;  the  last,  or  india-rubber  bag,  is  used  almost  exclu- 
sively in  the  former.  Besides  these,  there  are  several  other 
methods  of  dilatation  in  use,  such  as  that  by  the  instruments  of 
Eigby  and  of  Priestley ;  but  I  have  not  included  these  in  the 
present  inquiry. 

The  numerous  experiments,  to  be  referred  to,  were  all  made 
in  the  laboratory  of  Professor  Tait,  and  I  am  indebted  and 
gi-ateful  to  this  gentleman  not  only  for  assistance  and  sugges- 
tions of  every  kind,  but  especially  for  the  necessary  calcula- 
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tions  made  in  order  to  reach  the  results  of  the  various 
experiruents. 

There  are  many  elements  in  the  action  of  the  above- 
mentioned  four  means  of  dilating  the  cervix  uteri  which  are 
worthy  of  investigation  and  discussion  ;  but  three  are  evidently 
chief,  and  will  alone  be  now  described.    They  are : 
I,  The  amount  of  force  exercised. 
II.  The  amount  of  expansion  produced. 
III.  The  amount   of   time  required  for   producing  the 
expansion. 

I.  THE  AMOUNT  OF  TOKCE  EXEKCISED. 

I.  The  Bougie. — The  cervix  uteri,  and  especially  its  internal 
OS,  may  be  dilated  by  a  succession  of  bougies.  The  rounded  and 
somewhat  conical  point  of  the  bougie  having  in  every  longi- 
tudinal section  that  passes  through  the  point  nearly  a  wedge- 
shape  (rig.  2),  must  act  under  pressure  as  a  wedge  does  ;  but 
the  shape  of  the  point  is  so  ill-defined  and  so  various  that  it  is 
impossible  to  make  definite  statements  regarding  the  actual 
force  exerted  by  it  under  any  given  circumstances,  and  only 
very  general  statements  will  be  attempted.  The  flat  rounded 
point  of  the  ordinary  uterine  probe  has  a  wedge-shape  (rig.  i) 


Fig.  I. — ^Encl  of  a  Uterine  Probe,  magnifiecl.    Fig  2. — End  of  a  Urethral 
Bougie.   Fig.  3. — ^Imaginary  end  of  a  Bougie. 

of  SO  large  an  angle  as  to  destroy  almost  entirely  any  wedge- 
like action  which  it  otherwise  might  possess.  This  flattened 
point  is  necessary,  because  the  point  must  be  both  short  and 
blunt.  Were  it  sharp,  it  would  be  apt  to  catch  on  the  rugosities 
of  the  arbor  vitas,  and  it  might  prick  or  otherwise  injure  the 
mucous  membrane.  In  the  larger  bougies  used  for  dilatation 
there  is  space  for  an  arrangement  or  conformation  that  cannot 
be  made  in  the  slender,  small  ordinary  uterine  probe.  The 
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extreme  point  or  angle  of  the  wedge  is  rounded  off  or  destroyed 
and  a  blunt  point  obtained,  as  in  the  ordinary  uterine  probe  i 
but  there  is  still  a  considerable  and  an  efficient  part  of  the  now 
blunted  or  pointless  wedge  left  between  the  rounding  off  or 
blunting  and  the  shoulder,  or  part  where  the  whole  pohit  joins 
the  stem  of  the  bougie.  This  wedge-shaped  point  it  is  that 
effects  the  dilatation  desired,  if  the  constricted  part  is  to  be 
gradually  expanded  or  burst  asunder  by  main  force. 

Before  proceeding  farther,  it  is  desirable  to  estimate  the 
amount  of  force  or  pressure  that  may  be  applied  to  the  base  of 
this  bougie  wedge.  Now  it  is  evident  that  this  force  is, 
theoretically  speaking,  limited  only  by  the  strength  of  the 
instrument;  but  this  strength  will  give  no  estimate  of  the 
amount  safely  or  ordinarily  applied  in  actual  practice.  To 
ascertain  what  is  the  amount  used  in  practice,  I  have  used 
two  plans.  I  have  observed  that  in  using  great  force  to 
pass  a  common  uterine  probe,  the  instrument  is  bent ;  and  by 
experiment  I  find  that  the  force  required  to  bend  the  instrument, 
applied  as  in  gynecological  practice,  is  about  four  pounds 
exerted  at  its  point,  the  handle  being  fixed.  Again,  taking  a 
bougie  in  the  hand,  and  pressing  it  appropriately  against  a 
balance  or  steelyard  with  as  much  force  as  I  permit  myself  to 
use  in  practice,  I  find  that  the  pressure  exerted  at  the  point  is 
about  four  pounds.  In  calculating,  therefore,  the  dilating  force 
of  the  wedge-like  ends  of  common  male  urethra  bougies,  as  used 
for  uterine  dilatation,  I  shall  suppose  a  forward  pressure  of  four 
pounds  to  be  exerted  on  the  base  of  the  wedge. 

Now,  with  this  same  force  used,  the  tension  overcome  will  be 
the  greater  in  proportion  as  the  wedge  is  sharper  or  has  a  smaller 
angle,  supposing  that  the  same  breadth  of  surface  of  the  wedge 
is  pressed  upon.  It  is  plain,  then,  that  the  smaller  bougies, 
having  generally  sharper  points,  or  wedge-points  of  smaller 
angle,  will  have  more  force  to  dilate  than  the  larger  bougies 
with  wedge-points  of  larger  angle,  the  extreme  point  being  in 
both  cases  excluded.  Two  bougies  may  be  supposed  and  com- 
pared, and  it  may  be  assumed  that  the  surface  pressed  upon  in  the 
cervix  is  one-tenth  of  an  inch  in  breadth,  then  the  dilating  force 
exerted  will  be  about  9  lbs.  if  the  wedge  have  an  angle  of  90  deg., 
or  90  lbs.  on  the  square  inch,  and  about  1 8  lbs.  if  the  wedge  have 
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an  angle  of  45  deg.,  or  180  lbs.  on  the  square  inch.  Probably 
both  of  these  angles  are  exemplified  in  the  male  urethral 
bougies,  which  are  used  in  gynaecological  practice.  Should 
exactness  in  the  amount  of  force  used  be  desired,  it  may  be 
approximately  attained  by  the  construction  of  bougies  which 
have  an  ascertained  wedge-angle  in  the  active  part  of  the  point. 

The  larger  bougies  have  their  rounded  ends  so  made  (Fig.  2) 
that  the  thickest  part  of  the  wedge-like  point,  or  that  nearest  the 
shoulder,  forms  a  wedge  of  smaller  angle  than  the  j)arts  nearer 
the  extreme  point.  In  consequence  it  happens  that  the  further 
the  point  is  introduced  the  instrument  is,  cceteris  23aribus,  more 
powerful.  To  make  this  clearer,  I  have  introduced  Fig.  3. 
Were  a  bougie  so  constructed,  its  wedge-like  point  would  be 
weaker  and  weaker,  ceteris  'paribus,  in  proportion  as  it  was 
further  and  further  introduced,  because  the  w^edge  near  the 
shoulder  is  of  much  larger  angle  than  near  the  point. 

When,  in  discussing  dilatation  of  the  internal  os  of  the  cervix, 
I  speak  of  the  extent  of  surface  of  the  wedge-like  point  of 
the  bougie  that  is  actually  pressed  upon  as  being  one-tenth  of 
an  inch,  I  make  an  assumption,  but  it  is  certainly  not  very  wide 
of  the  truth ;  for  that  the  internal  os  is  a  short  strait,  is  proved 
by  the  sudden  or  jerk-like  manner  in  which  it  is  permeated  by 
a  dilating  bougie :  there  is  no  considerable  length  of  passage  to 
dilate.  Besides,  in  cases  where  a  tangie-tent  passed  through 
this  strait  fails  to  expand  it,  the  tent,  when  forcibly  withdrawn, 
exhibits  a  mould  of  the  strait.  There  is  an  indentation  where 
the  counterpressure  of  the  internal  os  acted.  The  longitudinal 
extent  of  the  deepest  portion  of  this  indentation  is  notfer  from 
one-tenth  of  an  inch. 

2.  The  Tangk-tent— This  does  not  act  as  a  wedge.  It  is  used 
in  the  form  of  a  cylindrical  piece  of  dried  vegetable  cellular 
tissue.  When  it  is  in  use,  it  is  passed  through  the  part  to  be 
dilated,  and,  absorbing  water  by  an  osmotic  or  a  capillary  force 
It  enlarges  with  great  power,  and  distends  the  constricted  part' 
The  expandmg  force  of  the  tangle-tent  was  ascertained  in  two 
different  ways.  First,  an  apparatus  was  used  to  test  how  great 
a  weight  the  expanding  tent  could  raise.  This  apparatus  con- 
sisted of  two  metallic  beams  articulated  together  at  one  end  and 
having  flat  weU-fitting  surfaces.    Where  the  surfaces  came'into 
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contact,  canals  were  cut  out  to  accommodate  tents  of  various 
sizes.  Half  of  each  canal  was  in  the  upper  metallic  beam,  half 
in  the  lower  (Fig.  5).  A  tent  was  passed  into  a  canal,  which  it 
filled  pretty  exactly ;  the  apparatus  was  then  plunged  into 
water  and  the  weight  adjusted  upon  it  (see  Appendix).  As  the 
tangle  expanded,  it  elevated  the  weight.  Second,  an  india- 
rubber  strap  was  rolled  around  a  tent  at  an  ascertained  tension, 
and  its  ends  fixed  by  ligature  to  the  tent.  The  tent  so  treated 
was  then  plunged  into  water,  and  it  was  observed  whether  it 
became  expanded  or  not.  These  varied  experiments  showed 
that  the  expanding  force  of  the  tent  rose  as  high  as  500  lbs.  on 
the  square  inch,  or  even  higher ;  in  one  experiment,  as  high  as 
640  lbs.  on  the  square  inch. 

In  the  cases  of  the  tangle-tent,  sponge-tent,  and  india-rubber 
bag,  the  extent  of  the  part  to  be  dilated  is  immaterial,  because 
the  same,  or  nearly  the  same,  force  is  exerted  at  every  point  of 
the  tent  or  bag,  whether  a  small  or  a  large  portion,  or  the  whole 
surface  of  the  tent  or  bag,  be  opposed  to  the  constriction  or 
resistance. 

3.  The  Sponge-tent. — The  sponge-tent  acts  in  the  same 
manner  as  the  tangle-tent,  but  its  power  is  very  much  less.  It 
was  not  tested  in  the  metallic  apparatus  or  clamp,  but  with  the 
india-rubber  band  wrapped  around  it  at  an  ascertained  tension. 
By  tliis  means  it  was  found  to  exert  a  force  in  expanding  equal 
to  fi-om  20  lbs.  to  30  lbs.  on  the  square  inch. 

4.  The  India-ruhher  Bag. — In  order  to  test  this,  good 
specimens  were  obtained  in  the  ordinary  shops.  It  was  easy, 
by  the  use  of  a  manometer,  to  find  exactly  what  pressure  they 
exerted  or  withstood  when  distended  by  the  ordinary  barrel  or 
otherwise  shaped  india-rubber  syringe,  supplied  along  with 
them.  They  were  found  at  the  highest  to  exert  a  pressure 
equal  to  from  15  lbs.  to  25  lbs.  on  the  square  inch.  The 
pressure  was  found  to  be  greatest  when  they  were  fully  and 
equably  distended  ;  afterwards,  becoming  deformed  and  thinned 
in  parts,  previously  to  ultimately  bursting,  the  pressure  became 
considerably  lessened. 

II_  THE  AMOUNT  OF  EXPANSION  PRODUCED. 

I  The  Bovgie.—Bj  the  use  of  this  instrument,  an  amount  of 
expansion  is  produced  which  is  susceptible  of  exact  measure- 
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inent.    The  size  of  an  aperture  or  passage  being  ascertained  by- 
transmitting  easily  through  it  as  large  a  bougie  as  will  pass,  a 
larger  bougie  is  then  urged  through  it  with  some  expenditure  of 
force,  and  the  difference  between  the  diameters  of  the  round 
stems  of  the  two  bougies  is  a  measure  of  the  amount  of 
dilatation  effected.    In  ordinary  practice,  the  amount  of  dilata- 
tion effected  at  one  sitting  is  not  considerable  :  it  amounts  to 
from  -02  to  '04  inch  in  the  diameter  of  the  part  dilated  ;  but  by 
prolonging  the  sitting  and  using  a  succession  of  instruments,  or 
using  one  large  instrument  very  long  and  perseveringly,  a 
greater  amount  of  dilatation  may  be  effected:  '02  or  i-50th  of 
an  inch  is  the  average  difference  between  the  diameters  of  two 
successive  bougies  in  the  ordinary  male  urethral  series,  and 
these  may  be  used  in  gynaecology,  or,  by  trivial  changes,  adapted 
for  gyntecological  purposes.    The  series,  as  procured  in  such  a 
well-known  surgical  cutler's  shop  as  Mr.  Young's,  runs  thus  : 
7  = -16,  8== -18,  9= -20,  10  =-22,   II  =  -23,  12  =  '24,  13  =  -26, 
14= -28,  IS  =  -30,  16  =  -32,  17  =  -34,  18  =  -36,  19 --38  inch.  :i 
cannot  conceive  why  this  regularity  of  the  series  is  broken  at 
II,  nor  have  I  been  able  to  find  out.    If  there  be  any  reason,  it 
it  surgical,  for  the  series  tested  is  the  ordinary  surgical  series. 
The  whole  series,  if  successfully  used,  produces  a  dilatation  of 
about  a  quarter  of  an  inch. 

2.  The  Tangle-tent. — The  expansion  of  a  tent  of  this  kind, 
when  it  is  subjected  to  no  pressure,  is  considerable.  A  tent 
whose  stem  has  about  one-fifth  of  an  inch  in  diameter  expands 
to  about  half  an  inch  in  diameter,  and  other  sizes  expand  in  a 
like  proportion ;  but  this  amount  of  expansion  is  not  a  good 
measurement  of  what  this  tent  can  do  by  mere  mechanical 
force,  for,  in  proportion  as  the  resistance  to  be  overcome  by  the 
expansion  increases,  so  does  the  amount  of  actual  expansion 
decrease.  A  tangle-tent  raising  by  expansion  a  weight  of 
300  lbs.,  enlarges  to  a  degree  which  in  medical  practice  would 
be  regarded  as  almost  nothing.  In  one  of  the  experiments 
made,  it  was  found  that  a  tangle-tent  of  -36  inch  in  diameter, 
expanding  with  a  force  of  nearly  166  lbs.  per  square  inch! 
increased  its  diameter  only  from  -36  to  -43,  or  about  i-i4th  of 
an  inch.  The  same  tent,  under  a  pressure  of  nearly  500  lbs  on 
the  square  inch,  enlarged  only  from  -406  to  -43,  or  i-4oth  of  an 
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inch.  To  fully  appreciate  the  insignificance  of  this  enlargement, 
it  is  necessary  to  remember  the  length  oE  time— at  least  many 
hours— consumed  in  producing  this  amount  of  dilatation.  The 
minute  dilatation  effected  at  a  sitting  by  a  bougie  one  degree 
larger  than  its  predecessor  used  at  a  former  sitting,  is  produced 
almost  instantaneously. 

2-  The  Spo7L(je-tent. — Tlie  amount  of  expansion  of  a  sponge- 
tent,  when  not  under  any  constraint,  is  greater  than  that  of  the 
tangle-tent.  A  small  sponge-tent  of  one-third  of  an  inch  in 
diameter  will  expand  to  a  little  more  than  an  inch,  more  than 
trebling  its  diameter :  but  it  is  very  compressible ;  and  a 
reference  to  the  experiments  in  the  Appendix  shows  that  the 
expansion,  even  under  slight  compression,  is  very  small  indeed. 

4.  The  India-ruhbeo'  Bag. — The  expansion  produced  by  the 
india-rubber  bag  is  practically  unlimited  on  the  side  of  great 
extent.  Small  bags  are  not  available,  or  have  at  least  not  yet 
been  introduced  into  practice.  But,  beginning  with  the  smallest 
bag  in  ordinary  use,  about  the  thickness  of  a  finger,  further  ex- 
pansion is  practically  unlimited,  because  any  bag  can  be  easily 
withdrawn  and  another  of  larger  size  immediately  substituted 
for  it.  This  is  not  true  of  the  other  methods  of  dilatation,  if  the 
important  and  danger-bringing  element  of  time  be  kept  in  view 
in  considering  the  matter  practically.  This  mode  of  expanding 
is  greatly  different  from  that  of  the  sponge-  or  tangle-tent,  for  it 
maintains  its  full  power  until  the  complete  regular  expansion  of 
the  bag  is  arrived  at.  It  does  not,  like  them,  expand  to  a  shght 
degree  with  moderate  or  great  force,  and  then  become  weak ;  for, 
by  keeping  up  the  repletion  of  the  bag,  it  may  be  made  to  main- 
tain the  same  force  from  the  first  moment  of  appHcation  to  the 
last  degree  of  regular  expansion. 

III.  THE  AMOUNT  OF  TIME  EXPENDED  IN  PEODUCING 

THE  EXPANSION.  . 

This  element  in  the  production  of  expansion  is  one  of  the  most 
important  for  the  consideration  of  the  practitioner.  He  may 
wish  speed  for  its  own  sake,  or  he  may  find  it  essential  with  a 
view  to  avoid  the  risk  of  the  supervention  of  inflammation. 

r.  The  Bougie.— '^^o  time  is  lost  in  bringing  the  full  power  of 
this  appliance  into  action. 
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2.  The  Tangle-tent. — Even  when  under  no  constraint  wliat- 
ever,  this  dilating  agent  expands  slowly.  Before  its  small 
dimensions  have  doubled,  twelve  hours  will  have  elapsed.  When 
there  is  considerable  mechanical  resistance  to  the  expansion,  it 
is,  compared  with  this,  to  a  very  slight  degree  in  amount,  and 
very  slowly  produced.  Particulars  under  this  head  will  be 
found  in  the  Appendix  of  Experiments. 

3.  The  SjJonge-tent. — Almost  no  tune  is  lost  in  bringing  out 
the  full  power  of  this  agent.  Sometimes  time  is  lost  in  the 
melting  of  the  lard  and  wax  with  which  such  tents  are  smeared ; 
but  when  the  fluids  get  access  to  the  sponge,  it  is  scarcely  so 
much  as  a  matter  of  minutes  to  produce  full  expansion  when 
the  sponge  is  unconstrained ;  but  under  pressure  its  power  of 
expansion  is  small,  and  the  amount  also  very  small. 

4.  The  India-ruhher  Bag. — No  time  is  lost  in  bringing  into 
action  full  power  of  this  method,  and  its  power  continues  till  the 
full  expansion  of  the  bag. 

PEACTICAL  EEFLECTIONS. 

The  first  point  to  which  I  would  call  attention,  that  arises  out 
of  the  preceding  investigation,  is  the  question — "What  force  is 
required  to  dilate  the  cervix  uteri  in  gynaecological  and  obste- 
trical practice  ?  Now,  in  order  to  answer  this  question,  it  is 
necessary  to  point  out  that,  in  order  to  reach  a  measurement  by 
experiment,  we  must  exclude  the  element  of  time  as  much  as 
possible,  because  lapse  of  time  permits  the  introduction  of  other 
influences  besides  force— influences  which  we  may  meantime 
designate  vital,  and  which  show  themselves  by  producino- 
spasm  and  tightness,  or  relaxation  and  yielding.  Spasm  and 
tightness  may  be  left  out  of  consideration,  because  they  do  not 
mar  the  mechanical  view  of  the  subject ;  it  being  a  fair  object 
of  experiment  to  flnd  what  mechanical  force  is  required  to 
overcome  the  spasm  or  tightness,  however  produced.  Eelaxa- 
tion  and  yielding,  however,  cannot  be  left  out  of  consideration, 
for  they  may  take  place  through  vital  actions,  and  without  any 
apphcation  of  distending  force;  and,  indeed,  I  shall  easily  show 
that  this  is  the  case. 

In  gynaecological  practice,  the  only  good  example  that  I  can 
give  of  the  force  exerted  in  producing  dilatation  is  that  required. 
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at  a  sitting,  for  the  passing  of  a  bougie  ;  for  here  the  shortness 
of  the  time  used  excludes  vital  relaxation  or  yielding,  or  nearly 
excludes  it.  Now  in  practice  I  have  found  that  the' dilatation 
of  the  external  os  uteri  and  of  the  cervical  canal  to  the  extent 
of  i-5otli  or  i-25th  inch  in  diameter  requires  very  little  force 
-  — so  little,  that,  considering  the  rough  methods  of  measuring 
that  can  be  applied,  I  think  it  best  not  to  attempt  exactness. 

Dilatation  of  the  cervix  uteri  is  generally  resorted  to  in 
practice  with  a  view  to  relieve  or  cure  spasmodic  dysmenorrhoea, 
or  to  remove  sterility.  Tor  these  purposes,  dilatation  of  the 
external  os  and  of  the  canal  of  the  cervix  is  probably  of  no 
value.  The  practitioner  may  think  it  worth  while  to  try  the 
dilatation  of  the  internal  os  uteri.  If  he  do  this  by  a  conical- 
pointed  bougie,  he  will  find  distinct  resistance,  often  powerful 
resistance,  to  overcome ;  sometimes  resistance  invincible  at  the 
time,  by  any  force  which  he  feels  himself  justified  in  using. 
I  am  satisfied  that  in  cases  of  great  resistance,  spasm  of 
muscular  fibre  is  added  to  natural  or  mere  mechanical  rigidity ; 
for  the  practitioner  may  find  himself  able  on  another  day,  in 
the  same  case,  to  take  the  part  as  it  were  at  unawares,  and  pass 
the  bougie  before  the  spasm  is  excited,  I  have  no  doubt — 
indeed,  I  know  from  my  own  experience — that  frequently 
when  the  resistance  is  great,  the  practitioner  is  deluded  into 
supposing  he  touches  the  fundus  uteri  with  the  point  of  the 
probe  or  bougie  when  it  has  only  reached  the  tight  internal  os, 
and  has  not  passed  through  this  part ;  and  this  delusion  gets 
some  support  from  the  cervix,  in  these  circumstances,  under- 
going elongation,  so  that  the  instrument  passes  the  external  os 
two  and  a  half  inches,  a  length  of  bougie  sufficient  under 
ordinary  circumstances  to  reach  the  fundus. 

The  force  required  to  dilate  the  internal  os  of  the  cervix 
varies  greatly  in  different  cases,  and  in  the  same  case  at 
different  sittings ;  this  latter  variation  in  the  same  case  being, 
I  believe,  the  result  of  spasm.  In  a  healthy  woman,  the 
dilatation  by  bougie  is  comparatively  easy,  and  causes  com- 
paratively little  pain ;  but  in  a  case  of  dysmenorrhoea,  and  in 
some  other  conditions,  the  difficulty  may  be  extreme.  I  am 
satisfied  that  I  have  frequently  applied  a  forward  pushing  force 
at  the  point  of  a  probe  equal  to  4  lbs.,  or  even  more,  .and  witli 
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the  wedge  or  conical-pointed  bougie  a  force  probably  exceeding 
200  lbs.  on  the  square  inch  of  surface  of  part  undergoing 
distension.  With  this  latter  instrument,  a  force  probably 
considerably  less  is  sufficient  in  ordinary  cases  to  overcome  the 
rigidity.  When  a  great  force  is  applied,  the  sudden  or  jerk-like 
advance  of  the  bougie  through  the  internal  os,  and  the  smearing 
of  the  instrument  with  blood,  show  that  the  part  has  not  been 
gradually  expanded,  but  has  been  lacerated — an  accident  which, 
I  think,  it  is  desirable  to  avoid. 

When  a  tangle-tent  is  passed  through  the  internal  os — that 
is,  along  the  whole  uterine  canal — and  withdrawn  at  any  time, 
it  shows  no  constriction  (or  only  constriction  at  the  point  where 
it  was  encircled  by  the  internal  os).  This  sufficiently  indicates, 
under  the  light  of  the  experiments  here  published,  that  it  has 
enlarged  without  exerting  or  overcoming  any  considerable 
force.  Were  any  considerable  force  required  to  effect  dilata- 
tion, it  would  certainly  leave  its  mark  upon  the  tent ;  and  the 
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Fig.  4.— End  of  a  Tangle-tent  as  withdrawn  from  the  Uterus  in  a  case  of 
Spasmodic  Dysmenorrhoea. 

absence  of  such  mark  is  conclusive  against  the  tent  having  at 
any  part  met  with  a  considerable  obstacle  to  expansion.  More- 
over, when  we  regard  the  rate  at  which  the  tangle  expands  in 
water  when  under  no  constraint,  and  the  similar  rate  of  its 
expansion  witliin  the  uterus,  the  conclusion  is  further  estab- 
lished. 

In  cases  of  spasmodic  dysmenorrhoea,  a  constriction  is 
frequently  observed  at  the  site  of  the  internal  os  uteri  even 
after  the  tent  has  remained  twenty-four  hours  in  the  uterus 
(Fig.  4).  The  experiments  detailed  in  this  paper  show  that  a 
very  small  force  is  sufficient  to  prevent  the  expansion  of  a 
tangle-tent  beyond  a  very  slight  degree.    A  tangle-teut  expands 
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to  a  slight  degree  with  a  force  sometimes  600  lbs.  on  the  square 
inch  ;  but  the  amount  of  the  expansion  is  very  small,  and  it  is 
nearly  as  small  under  much  less  resisting  pressure.  A  solid 
tangie-tent  immersed  in  water,  under  a  pressure  of  640  lbs.  on 
the  square  inch,  expanded  from  -29  inch  to  -31  inch;  under  a 
pressure  of  only  about  210  lbs.  on  the  square  inch,  it  expanded 
in  diameter  from  -24  to  -3— that  is,  three  times  as  much,  yet 
only  '06  inch. 

Further,  it  is  certain  that  a  moderate  pressure,  if  continued 
long,  will  dilate  this  internal  os  ;  and  that  no  great  pressure 
acts  on  the  constricted  part  of  the  tangle  is  demonstrated  by  the 
facility  with  which  the  bulbous  end  of  the  tangle,  as  it  had  ex- 
panded in  the  cavity  of  the  body  of  the  u.terus  above  the 
internal  os,  is  pulled  through  the  constricted  part  in  extracting 
the  tent.  It  is  probably  a  morbid  state  of  the  internal  os  of 
the  cervix  that  gives  it  power  to  resist  expanding  pressure. 
The  tissues  of  the  whole  uterus  generally  behave  as  in  preg- 
nancy, expanding  so  as  to  remove  the  smallest  active  pressure 
on  its  contents,  such  as  a  tent,  or  bougie,  or  anything  else  that 
is  in  it,  and  pressing  with  no  active  force,  or  only  very  slight 
force.  This  condition  is  illustrated  by  the  expansion  observed 
to  be  produced  by  a  metallic  tent,  which  cannot  possibly  exert 
any  expanding  force. 

The  conclusion,  then,  at  which  I  arrive,  is,  that  in  ordinary 
cases  the  tangle  does  not  expand  by  exerting  force,  but,  a  length 
of  time,  at  least  hours,  being  allowed,  through  some  vital  change 
in  the  tissues  touched.  The  superiority,  then,  as  an  expander, 
in  ordinary  cases,  of  a  tangle  over  a  metallic  tent,  lies  chiefly  in 
this,  that  while  the  metallic  tent  cannot  enlarge  to  keep  up  the 
irritating  or  relaxing  contact  which  results  in  expansion,  the 
tangle-tent  does  enlarge,  and  follows  the  expanding  tissues  and 
produces  further  expansion  in  the  same,  but  now  also  con- 
tinuous, manner  as  the  limited  amount  of  expansion  produced 
by  a  metallic  tent  is  effected. 

In  cases  of  disease,  such  as  is  illustrated  in  the  condition  of 
the  internal  os  in  spasmodic  dysmenorrhoea,  active  expanding 
force  is  required — at  least  if  the  enlargement  is  to  be  obtained 
within  a  moderate  sj)ace  of  time,  say  twenty-four  or  thirty- 
six  hours. 
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The  study  of  the  action  of  the  sponge-tent  strongly  confirms 
what  I  have  said  of  the  tangle-tent.  The  expanding  force  of 
the  sponge  is  very  small,  acts  quickly,  and,  with  appreciable 
force,  only  through  a  very  small  extent ;  yet  it  is  well  known 
that  this  agent,  when  already  partially  expanded  and  exerting 
almost  no  force,  dilates  the  uterus  with  greater  rapidity  and  to 
a  greater  degree  than  the  tangle-tent.  The  sponge  has  been 
often  said  to  be  used  to  dilate  the  internal  os  in  spasmodic 
dysmenorrhcea,  but  I  am  very  doubtful  of  the  accuracy  of  such 
observations. 

In  obstetrical  practice,  the  tangle-tent,  the  sponge-tent,  and 
the  india-rubber  bag  are  all  used  in  different  cases,  according  to 
circumstances.    The  same  law  that  regulates  the  dilatation  of 
the  cervix  in  gyntecological  practice  seems  to  me  to  be  operative 
also  in  obstetrical  conditions — that  is  to  say,  the  cervix  opens, 
not  so  much  mechanically  forced  by  the  dilating  agent  as 
relaxing  and  yielding  imder  the  influence  of  its  presence.  But 
in  obstetrical  practice  there  is  an  interesting  point  of  contrast 
with  gynfEcological ;  for  I  have  repeatedly  found,  in  peculiar 
circumstances  wliich  I  am  unable  satisfactorily  to  define,  that 
when  the  cervix  refuses  to  yield  under  mechanical  forcing,  or 
maintains  a  persistent  rigidity  for  many,  say  six,  hours,  it  is  the 
external  os  that  presents  the  unyielding  constriction.  The 
resistance  to  dilating  forces  seems  here,  also,  as  in  gyneecological 
cases,  to  be  due  much  more  to  spasm  than  to  mere  mechanical 
rigidity.    In  obstetrical  cases  of  this  kind  I  have  thus  had  a 
very  exact  measurement  of  a  lower  limit  to  the  power  required 
to  dilate  rapidly  the  rigid  external  os  uteai.    The  common  fiddle- 
shaped  bag  distended,  and  exerting  its  full  force  of  about  20  lbs. 
on  the  square  inch,  is  sometimes  inefficient  even  after  six  hours 
of  action.    But  such  cases  of  rigidity  found  in  inducing  prema- 
ture labour  are  exceptional. 

Lastly,  the  investigations  published  in  this  chapter  may  give 
aid  to  the  practitioner  in  judging  as  to  the  most  eligible  me\ns 
of  effectmg  dilatation  of  the  uterine  cervix  for  gynecological 
and  obstetrical  purposes.  It  will  be  admitted  that,  cM, 
parilm,  dilatation  without  causing  a  wound  is  safer  than,  and 
therefore  preferable  to,  dilatation  by  cuttini^  or  tearing  instru- 
ments which  do  wound.    This  natural  opinion  is  amply  con- 
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firmed  by  experience.  Again,  it  will  be  admitted  that  dila- 
tation (j[uickly,  or  by  instruments  which  are  not  allowed  to 
remain,  is  safer  than,  and  therefore  preferable  to,  dilatation 
slowly  or  by  instruments  which  are  left  for  hours  or  for  a  day 
in  the  passages.  Quick  dilatation  implies  dilatation  by  mechani- 
cal force,  or  by  mechanical  force  and  vital  yielding  combined ; 
and,  to  be  advantageous,  the  rapid  dilatation  should  be  effected 
without  inflicting  a  wound.  This  estimate  of  the  value  of  quick 
dilatation  seems  to  me  to  be  also  a  natural  opinion,  and  I  believe 
it  is  confirmed  by  experience. 

Appendix. — ISTotes  of  some  of  the  Experiments. 

I.  The  Tangle-tent. — An  experiment  was  made  to  show  the 
rate  and  amount  of  expansion  of  a  solid  tangle-tent  when  placed, 
without  constraint,  in  water,  as  drawn  from  the  cistern  in  July. 


Time  of  immersion. 
At  immersion 
30  minutes 

I   hour  . 
hour  . 

2\  hours  . 


Diameter. 
"21  inch 
•2.3 

•236  „ 

•24  ,, 
•26  „ 
•28  „ 


•S6 


3I  hours  . 

5  hours  . 
II  hours  . 
50   hours  . 

Among  several  tents  tried,  that  whose  measurements  are  above 
<Tiven  retained  best  its  form  and  smooth  surface,  and  was,  there- 
fore, most  satisfactorily  measured.  The  others  gave  nearly 
similar  results,  only  those  of  smaller  diameter  began  their 
expansion  a  little  more  rapidly,  as  might  have  been  expected. 

Another  experiment  was  conducted  exactly  as  the  former, 
only  in  water  maintained  at  a  temperature  of  98  deg.  Fahr. 

Time  of  immersion.  Diameter. 

At  immersion   '^i 

30  minutes 


I  hour 
i^  liour 
2^  hours 


3 
5 
II 

23 


hours  . 
hours  . 
hours  . 
hours  . 


•24 
•27 
•29 
•32 

•33 
•38 
•47 
•5 
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The  accompanying  cut  explains  tlie  construction  of  the 
instrument  adapted  for  testing  the  tangle-tents.  The  breadth 
of  the  part  of  the  instrument  receiving  the  tangle— or,  in  other 
words,  the  length  of  the  hole — was  one  inch. 

Kvperwicnt  i.— A  solid  tangle-tent,  placed  in  the  largest 
aperture  of  the  instrument,  not  quite  filling  it,  but  having  around 
it  about  I -30th  of  an  inch  of  free  space,  when  loaded  with  8  lbs. 
in  the  tray  vertically  above  it,  raised  the  upper  limb  about 
I -20th  of  an  inch  a  day,  a  little  more  on  another  day,  and  still 
a  little  more  on  the  third  day.  The  whole  expansion  was  very 
little  compared  with  that  in  the  parts  not  subjected  to  com- 
pression.   The  force  was  equal  to  about  24  lbs.  on  the  square 


(7 


h  )) — 1>- 


IF 


a 


Fig.  5. — Plan  of  Instrument,  a  b  a,  Water  cistern  :  dotted  line,  upper  surriice 
of  water,  c  d,  The  fixed  sheath  in  which  moves  e,  tlie  stem  of/,  the 
tray  which  receives  f/,  the  weight  superimposed  on  h,  the  instrument 
perforated  with  three  different-sized  holes  to  receive  the  tangle-tents  of  cor- 
responding sizes.  The  joint  upon  which  the  two  limbs  move  is  at  h  ;  and  the 
.  holes  for  the  tents  are  bisected  by  the  line  of  junction  of  the  limbs. 


inch.  The  number  was  derived  from  the  applied  weight,  its 
leverage,  and  the  horizontal  sectional  area  of  the  hole  in  which 
the  tangle  was  placed. 

E.))p6riment  2. — solid  tangle-tent,  placed  in  the  middle  hole 
of  the  instrument,  under  a  pressure  of  63  lbs.  in  the  tray,  poised 
on  the  larger  hole,  did  not  in  four  days  elevate  it.  The  pressure 
on  it  was  equal  to  280  lbs.  on  the  square  inch. 
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Experiment  3.— A  hollow  tangie-tent,  placed  exactly  as  the 
former,  only  with  42  lbs.  in  the  tray,  raised  it  a  little  in  twenty- 
four  hours.  The  pressure  was  cfiual  to  252  lbs.  on  tlio  square 
inch.    The  expansion  was  to  a  very  small  degree. 

Experiment  4.— A  hollow  tangle-tent,  placed  in  the  largest 
aperture  of  the  instrument,  with  42  lbs.  in  the  tray,  placed 
vertically  above  it,  was  found  to  have  raised  it  a  little  in  two 
days,  and  in  another  day  a  little  more.  The  pressure  was  equal 
to  155  lbs.  on  the  square  inch.  The  expansion  was  very  slight 
compared  with  that  in  the  parts  not  subjected  to  compression. 

In  comparing  these  results  with  those  which  follow,  we  must 
remember  that  the  water  has  by  no  nieaus  such  free  access  to 
the  tangle  as  in  those  to  be  described. 

The  following  experiments  were  made  by  encircling  tents 
with  india-rubber  bands  at  a  given  tension,  and  watching  the 
results  of  immersion  in  water. 

Experiment  i. — A  solid  tangle-tent  was  encircled  by  succes- 
sively single,  double,  and  treble  layers  of  india-rubber  band 
I  -  loth  of  an  inch  broad,  at  a  tension  of  3  lbs.,  and  then  immersed 
in  water. 


Number  of  layers. 

Diameters  at  time  of 
immersion. 

After  24  hours  of 
immersion. 

After  48  hours  of 
immersion. 

I  layer  . 
I  layer  , 

1  layer  . 

2  layers  . 

3  layers  . 

•36  inch. 
•36  . 
•36  „ 
■4 

•406  „ 

•38  iuch. 
•39  „ 
'41 

•41  >, 
■40S  „ 

•43  inch. 
■44  » 
•432  „ 
•43 

•43  » 

The  greatest  expansion  observed  is  from  "36  inch  to  "44 
inch,  and  this  under  a  pressure  of  166  lbs.  on  the  square  inch. 
The  highest  pressure  here  is  equal  to  500  lbs.  on  the  square 
inch. 

This  experiment  shows  how  little  is  the  amount  of  expansion 
under  strong  pressure,  and  that  for  practical  jpurposes  it  is 
nearly  as  great  under  a  pressure  of  500  lbs.  on  the  square  inch  as 
under  a  pressure  of  166  lbs.  on  the  square  inch  ;  but  the  highest 
power  was  only  shown  after  two  days'  steeping.    The  number 
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given  was  derived  from  the  formula,     =  - ,  where  T  is  the 

tension  per  lineal  inch,  and  r  the  radius  of  the  section  of  the 
tangle. 

Experiment  2. — A  solid  tangle-tent,  roughly  filed,  was  en- 
circled by  one  layer  of  india-rubber  band,  i-ioth  of  an  inch 
broad,  at  a  tension  of  i  lb.  In  twenty-four  hours  it  expanded 
50  per  cent.  This  by  trial  indicates  one  additional  pound  of 
tension — that  is,  2  lbs.  The  band  now  was  "i  inch  broad,  and  the 
diameter  of  tent  with  band  -36  inch :  after  further  twenty-four 
hours  of  immersion,  it  measured  "385  inch.  This  indicates  a 
pressure  overcome  of  120  lbs.  on  the  square  inch. 

JExperiment  3. — A  solid  tangle-tent  was  encircled  by  single 
double,  and  treble  layers  of  india-rubber  band,  "125  inch  broad, 
at  a  tension  of  4  lbs.,  and  immersed  in  water. 


ICiinilicr  of 
laj  ers. 

Di.im.  at 
time  of 
immersion. 

After  6 
hours  of 
immersion. 

After  10 
liours  of 
immersion. 

After  18 
hours  of 
immersion. 

After  24 
hours  of 
immersion. 

After  48 
liours  of 
immersion. 

I  Layer 
I  layer 

1  layf.-r 

2  layers 

3  layers 

■24  inch. 
•26  „ 
•26  „ 
■28  „ 
•29 

•26  inch. 
•26  „ 
■27 

■28  „ 
•29  „ 

•26  inch. 
•27 

•28  ,. 
•29  „ 
■3 

•28  inch. 
•28  „ 
■28  „ 
■3 

•  -> 

3  'J 

•28  inch. 
•28  „ 
■29 
■29 
■3 

•3  inch. 
•29  ,^ 
•29 

■3      .  ' 
•31  . 

This  experiment  gives  a  maximum  pressure  overcome  equal 
to  640  lbs.  on  the  square  inch. 

2.  Spomje-tcnt.  —  Experiment  i. — A  filed  sponge-tent  was 
encircled  by  an  india-rubber  band  of  i-5th  of  an  inch  in 
breadth,  at  ^  lb.  tension,  with  successively  i  and  2  layers. 


Number  of  layers. 

Diameter  at  time 
of  immersion. 

Diameter  after  48 
hours  of  immersion. 

Diameter  after  72 
hours  of  immersion. 

1  layer  . 

2  layers  . 

•316  inch. 
•35  ., 

•366  inch. 
•366  ,, 

■366  inch. 
■366  „ 

This  indicates  an  utmost  force  exerted  of  about  30  lbs.  per 
square  inch,  and  the  expansion  is  very  sliglit  in  amount. 
Experiment  2.— A  filed  sponge-tent  was  encircled  '  by  an 
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india-rubber  band  of  i-5th  of  an  inch  in  breadth,  at  a  tension 
of  ^Ib.,  with  successively  i,  2,  and  3  layers. 


Number  of  layers. 

Diameter  at 

time  of 
immersion. 

Diam.  after 
I  lioiir  of 
iinmersioii. 

Diam.  after 
6  liours  of 
immersion. 

Diam.  after 
10  hours  of 
immersion. 

Diam.  after 
18  hours  of 
immersion. 

1  layer 

2  layers 

3  layers 

•35  inch. 

•36 

•38 

•33  inch. 
•36  „ 
•36  „ 

•33  inch. 
■33 

■34  „ 

•3  inch. 
•33  .. 
'33  1) 

■3  inch, 
jj  >> 
'33  II 

From  this  experiment  it  appears  that  this  tent  could  not  pro- 
duce a  force  of  17  lbs.  on  the  square  inch;  indeed,  the  pressure 
of  the  india-rubber,  even  when  single,  overcame  the  sponge  in 
time. 

Experiment  3. — A  sponge-tent  (not  filed  on  surface)  was 
encircled  with  an  india-rubber  band  of  "15  inch  broad,  at  a  ten- 
sion of  I  lb.,  with  successively  i,  2,  and  3  layers. 


Number  of  layers. 

Diameter  at  time  of 
imraersiuu. 

Diameter  after  24  hours 
of  immersion. 

1  layer  ..... 

2  layers  .... 

3  layers  .... 

•316  inch. 

'27  n 
■316  „ 

•316  inch. 
•26  „ 
■3 

This  experiment  shows  that  this  tent  could  not  overcome  a 
pressure  of  40  lbs.  on  the  square  inch ;  indeed,  the  pressure  of 
2  layers  and  of  3  layers  produced  further  compression  of  the 
sponge. 

In  all  the  above  experiments,  the  breadth  of  band  given  is 
that  measured  under  tension. 

3.  Fiddle-shaped  India-rubber  Bags. — Experiment  I.— The 
manometer  was  attached  to  the  pump,  in  order  to  find  how 
much  pressure  it  could  be  made  to  exert,  as  worked  in  the 
ordinary  way  by  the  hand.  The  pump  was  a  new  ordinary 
india-rubber  syringe.  It  was  found  to  produce  a  force  of  a 
little  above  25  lbs.  on  the  square  inch,  and  to  be  stronger  than 
the  bags  which  it  had  to  distend. 

Experivient  2. — The  largest  of  the  three  ordinary  fiddle- 
shaped  bags  was  connected  with  the  apparatus,  as  in  Experi- 
ment I.    The  highest  pressure  reached  was  when  the  bag  still 
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retained  its  regularity  of  form ;  it  was  a  little  above  22  lbs.  on 
the  square  inch.  When  the  bag  was  further  distended  by  the 
injection  of  more  water,  it  lost  its  form,  bulged  out  at  parts, 
and  the  pressure  decreased.  The  highest  steady  pressure  with 
the  apparatus  at  rest  was  about  1 8  lbs. 

Experiment  3.— The  middle-sized  bag  behaved  very  nearly  as 
the  largest. 

Experiment  4.— The  smallest  bag  behaved  very  nearly  as  the 
others. 


LVIII. 


NOTES  OF  SOME  EXPERIMENTS  ON  THE  EATE  OF  FLOW 
OF  ELOOD  AND  SOME  OTHEE  LIQUIDS  THEOUGH 
TUBES  OF  NAEEOW  DIAMETEE* 

The  experiments,  of  wliich  the  results  are  recorded  in  the  pre- 
sent communication,  were  undertaken  in  order  to  determine  the 
rate  at  which  blood  flows  through  tubes  of  moderatel}'  small 
diameter,  with  a  view  to  the  study  of  the  mechanical  theory  of 
dysmenorrhoea ;  they  were  afterwards  extended  to  blood-clot, 
serum,  milk,  and  urine,  &c. 

In  a  memoir  inserted  in  the  ninth  volume  of  the  Mcmoires 
dcs  Savants  Mrangers,  M.  Poiseuille  stated  the  results  of  an 
investigation  on  the  flow  of  water  and  other  fluids  through 
capillary  tubes,  showing  how  this  is  influenced  by  pressure,  by 
the  length  and  diameter  of  the  tube,  and  by  temperature.  A 
committee  of  the  French  Academy,  of  which  M.  Eegnault  was 
the  reporter,  corroborated  the  results  of  M.  Poiseuille's  re- 
searches.t  Subsequently  this  observer  published  a  still  more 
extended  series  of  observations,  including  the  determination  of 
the  rate  of  flow  of  serum  and  defibrinated  blood.+ 

The  method  employed  by  Poiseuille  in  his  researches,  and 
which  is  described  at  length  in  his  Memoir,  consisted  essentially 

*  By  J.  Matthews  Duncan,  M.D.,  F.E.S.E.,  and  Arthur  Gamgee, 
M.D.,  F.E.S.E.  Commnnicated  to  the  Eoyal  Society  of  Edinburgh, 
May,  1870. 

+  Eecherches  experimentales  sur  le  monvement  des  liquides  dans  les 
tubes  de  tres-petits  diametres.  Commissaires  MM.  Arago,  Babinet, 
Piobert,  Eegnault  rapporteur.  Academie  des  Sciences,  seance  dn  26 
Decembre  1842. 

t  Eecherches  expcriraentales  sur  le  monvement  des  liquides  de  natures 
diffdrentes  dans  les  tubes  de  tres-petits,  diametres  par  M.  le  Dr.  Poiseuille. 
Annates  de  CMmie  et  de  Fliysique.    Troisieme  serie,  t.  xxi.  1S47. 
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iu  causing  air  under  a  known  pressure  to  force  a  known  quan- 
tity of  the  fluid  to  be  experimented  upon  through  tubes  of 
known  diameter  and  length,  and  determining  the  time  era- 
ployed. 

The  following  are  the  general  results  at  which  he  arrived 
concerning  the  influence  of  the  length  and  diameter  of  tubes  of 
smaller  diameter  than  a  millimetre  on  the  rate  of  flow  of  any 
liquid  at  a  constant  pressure  and  temperature : — 

1st.  The  volumes  of  liquid  flowing  in  equal  times  through 
capillary  tubes  of  equal  length,  but  of  differeiit  diameters,  are 
amongst  themselves  as  the  fourth  powers  of  the  diameters. 

2nd.  The  volumes  of  liquids  which  flow  in  equal  times 
through  capillary  tubes  of  the  same  diameter,  but  of  different 
lengtlis,  vary  inversely  as  the  length  of  the  tubes. 

With  regard  to  the  influence  of  pressure,  it  was  found  that 
the  rate  of  flow  increased  directly  as  the  pressure ;  and  with 
regard  to  the  temperature,  that,  as  a  general  rule,  the  rate  of 
flow  of  solutions  increases  as  the  temperature  rises. 

With  regard  to  the  influence  of  various  substances  held  in 
solution  by  a  fluid  on  the  rate  of  flow,  no  general  law  was 
arrived  at  connecting  it  either  with  chemical  constitution, 
density,  capillarity,  or  viscosity.* 

The  following  are  some  of  the  results,  extracted  from  M. 
Poiseuille's  Memoir : — 

Tube  employed  (B)  is  64  millimetres  long ;  its  diameter  is 
o™™'249 ;  capacity  of  receiver,  6  c.c. ;  pressure,  i  metre;  tem- 
perature, i4°-s  C. 


M.  Poiseuille  made  a  single  determination  of  the  rate  of  flow 

*  We  may  merely  allude  to  the  fact  that  M.  Graham  siicceeded  in 
showing  a  decided  connection  between  the  rate  of  flow  of  the  diff"erent 
hydrates  of  sulphuric  acid  and  their  chemical  constitution.  His  very 
interesting  results  are  to  be  found  in  a  paper  "  On  Liquid  Transpiration  in 
relation  to  Chemical  Composition."  (FhilosopMcal  Transactions,  1861 
P-  373-) 


Time  of  flow. 


1.  Distilled  water  . 

2.  Ether  . 


535-2 
\6g-o 
1184-5 

1029'0 


3.  Alcohol 

4.  Serum  of  ox's  blood 
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of  blood-serum,  of  blood-serum  plus  a  small  and  unknown 
quantity  of  corpuscles,  and  of  defibrinated  blood;  tbe  same 
animal's  blood  (an  ox's)  having  been  used  to  furnish  the  three 
liquids.    The  following  are  the  results : — 

Temperature  and  pressure  stated  to  have  been  kept  constant 
during  all  the  experiments  ;  length  of  tube,  no  millimetres; 
diameter,  o™"'-256;  capacity  of  receiver,  between  5  and  6  c.c. 

Time  of  flow. 
m.  t. 

Serum  ^o'33 

Serum  containing  a  small  and  unknown  quan- 
tity of  blood-corpuscles  .       .       .       .  2I*I7 
Defibrinated  blood  68'47 

Poiseuille  points  out  that  the  aggregation  of  blood-corpuscles, 
which  always  takes  place  in  defibrinated  blood,  leads  to  a 
choking  of  the  tubes  employed,  especially  when  these  are  of 
narrow  diameter  (o™'"'i),  or  to  an  irregular  flow,  and  that  con- 
sequently defibrinated  blood  cannot  readily  be  injected  through 
the  capillaries  of  the  lungs  of  animals  which  have  been  bled  to 
death.  The  recent  experiments  of  Dr.  J.  J.  Mliller,*  carried  on 
under  the  direction,  and  according  to  the  method,  of  Professor 
Ludwig,  in  the  Physiological  Institute  of  Leipzig,  are  opposed 
to  the  statement  of  Poiseuille,  for  he  succeeded  in  keeping  up 
for  long  periods  a  flow  of  defibrinated  blood  through  the  lungs. 

Method  employed  in  the  Peesent  Eeseaech. 

All  our  experiments  were  conducted  according  to  a  method 
suggested  by,  and  under  the  direction  of.  Professor  Tait,  in  the 
Physical  Laboratory  of  the  University  of  Edinburgh.  The 
liquids  to  be  experimented  upon  were  allowed  to  flow  through 
tubes  of  known  diameter  and  length,  into  a  large  air-pump 
receiver  exhausted  to  a  partial  and  known  extent,  the  fluid 
being  thus  subjected  to  the  pressure  of  the  atmosphere,  minus 
that  of  the  air  in  the  receiver. 

Before  enumerating  our  experiments,  it  may  be  w^ell  to  point 
out  certain  fundamental  differences  which  exist  between  them 

*  "  Ueber  die  Athmung  in  der  Lunge  von  Dr.  J.  J.  Miiller."  Ai-beiten 
aus  der  Physiolog.  Anst.  zu  Leipzig  mitgetbeilt  durck  C.  Ludwig. 
Leipzig,  1870,  pp.  37-76. 


FLOW  OF  BLOOD  AND  SOME  OTHER  LIQUIDS.  523 


and  those  of  M,  Poiseuille.  ist,  Our  tubes  had  a  much  wider 
diameter— those  used  by  the  French  observer  varied  in  diameter 
fi-om  o"""- 1 949-0""" -2 5 6,  whilst  our  tubes  were  from  o"""-845- 
i™"-2S9;  2dly,  by  our  tubes  being  much  longer  than  those  of 


Table  I. 


No.  of 
lixperi- 
racnts. 

Fluid  used. 

Diame- 
ter of 
Tube. 

Length 

of 
Tube. 

Temper- 
ature. 

Press- 
ure. 

Time  of 
Flow  of 
100  Cnbic 
Cents,  in 
Seconds. 

i-S 

5-8 
8-9 

Water     .  . 

Common  Sul- 
phuric Acid. 

Water     .  . 

ram. 
0-845 

1" 

f ) 

mm. 
II29'8 

)) 

»» 

i3°oC 
i3°-5 
i3°-5 

mm. 
708-59 

11 

588-5 

126-4 
2978-0 
158-0 

Tube 
at  r 
thus- 

bent 
ight  a 

twice 
iiUgles, 

lO— 1 1 

\A/ a  t'Pt* 

VV  AuCi         «  • 

1  i29'S 

'J  5 

i;88-i; 

Tube 
times 
gles 
plant 

bent 
!  at  rig 
in  the 
i,  thus, 

four 
ht  an- 
same 

11-12 

Water     .  . 

0-845 

1129-8 

588-5 

157-4 

Tube     bent  four 
times  at  right  an- 
gles ;  at  one  point 
bent  at  an  angle 
of  about  135°  to 
its  former  plane. 

13-14 
15-17 

Water     .  . 
Water     .  . 

0-845 
0-845 

1129  8 
1129-8 

11-4 
33°-oC 

588-5 
588-5 

161 
108 

 1. 

Tube    again  bent 
as  in  experiments 
10  and  II. 

Poiseuille;  and  3dly,  by  the  liquids  being  allowed  to  flow,  noc 
into  water,  but  into  empty  vessels  placed  in  the  partially 
exhausted  receiver. 


l.—Infiu6ncG  of  the  Shaioc  of  the  Tithes  employed  on  the 

Rate  of  Flow. 

It  was  considered  advisable  to  determine,  in  the  first  place, 
whether  bends  in  the  tubes  through  which  the  liquids  were 
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made  to  flow  would  exert  any  influence  on  tlie  rate.  Accord- 
ingly, a  tube  1,129  millimetres  long  was  bent  twice  at  right 
angles ;  one  end  was  connected  by  means  of  a  tightly  fitting 
cork  with  the  exhausted  receiver,  and  the  other  was  at  a  giveir 
instant^  immersed  in  water.  The  rate  of  flow  having  \een 
determined,  the  tube  was  hent  tour  times  at  right  angfes,  and 
the  experiment  repeated  ;  then  it  was  not  only  bent  four  times 
at  right  angles  in  one  plane,  but  bent  at  one  point  at  an  angle 
of  about  135°  to  its  former  plane. 

The  results  of  these  various  experiments  are  exhibited  in 
Table  I. 

It  results  from  these  experiments  that  the  bends  in  the 
tubes  had  no  perceptible  influence  in  modifying  the  flow — the 
quantity  of  fluid  flowing  in  the  same  time  being  directly  as  the 
pressure,  and  very  much  influenced  by  rises  of  temperature. 

II. — Bate  of  Flow  of  Dcfibrinatccl  Blood  of  Sheep. 

Having  determined  that  the  shape  of  the  tubes  exerted  no 
influence  on  the  flow  of  fluids  through  them,  we  proceeded  to 
examine  the  comparative  rate  of  flow  of  the  defibrinated  blood 
of  the  sheep.    The  results  are  recorded  in  Table  II. 

The  tube  used  in  this  experiment  was  9c8'9  millimetres 
long,  and  was  twice  bent  at  right  angles.  Tlie  diameter  was 
I  "2 1 4  millimetres. 

Table  II. 


No.  of 
E.xperi- 
me.its. 

Fluid  used. 

Diameter 
of  Tube. 

Length 
of  Tube. 

Tempera- 
ture. 

Pressure. 

Time  of 
Flow  of 

100  Cubic 
Cents. 

in  Seconds. 

18-21 

Water 

mm. 
I'2I4 

mm. 

908-9 

mm. 
583-5 

67-6 

22-25 
26-28 

Defibrinated  slieep's ) 

blood .  .  .  r 

)  > 

)> 
)) 

>) 
i> 

i6°7 

J  J 

583-5 
1  > 

1  227-6 

29-31 

9) 

J) 

)j 

J» 

)  J 

32-35 

)> 

J ) 

)) 

3i°-o 

1 1 

143-4 
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Table  III. 


Comparative  Bate  of  Flow  of  Water,  Defibrinated  Ox-Blood, 
Serum  of  Blood  (oUained  from  same  sample  of  Blood),  and 
Defibrinated  Sheep's  Blood. 


No.  of 
Experi- 
ments. 

Fluid  used. 

Diameter 
of  Tube. 

Length 
of  Tube. 

Tempera- 
ture. 

Pressure. 

Time 
occupied 
by  Flow  of 
100  Cubic 

Cents, 
in  Seconds. 

Water 

mm. 
I'2I4 

mm. 
908-9 

I2°-o  C 

mm. 
5987 

68-16 

3'* 

Serum  of  ox-blood  . 

)) 

I3°-I 

97-10 

3S 

!i  ;> 

„ 

98-14 

^  3S 

>> 

i6°o 

94-50 

40 

Defibrinated  ox-blood 

i» 

>> 

3657 

4it 

Defibrinated  sheep's  | 
blood  .       .       .  J 

>» 

i8°-o 

260-2 

ni. — On  the  Bate  of  Floiu  of  Pure  (i.e.  Vncoagidatcd)  Blood  at 
the  Temperature  of  the  Body  throitgh  Narroio  Tubes. 

Exp.  43. — In  this  experiment,  a  calf,  about  a  week  old,  was 
made  use  of.  The  jugular  vein  on  the  left  side  having  been 
•exposed,  an  opening  was  made  into  it  as  low  in  the  neck  as 
possible,  and  a  flexible  catheter  was  passed  into  the  right  side 
of  the  heart ;  the  venous  blood  used  was  thus  obtained. 

Thereafter  the  carotid  artery  was  exposed  on  the  same  side, 
;and  a  ligature  having  been  applied  on  the  distal  side  of  the  ex- 
;130sed  portion,  a  tube  was  introduced  into  the  cardiac  end. 
From  this  tube  was  obtained  the  arterial  blood  used  in  the 
■experiment. 

'The  temperature  of  the  calf  before  the  experiment  was  38°-8  C. 
After  the  experiment  ^8*7  C 


*  Solids  in  1000  parts  of  sernm 
Water  .... 

t  Solids  in  1000  parts  of  the  blood 
Water 


90-41 
909-59 
212-21 
78779 
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The  blood  was  received  directly  into  graduated  tubes  heated 
to  38°-8  C. 

Two  narrow  tubes  were  used  in  these  experiments.  Their 
length  was  56  inches.  The  first  (Tube  C)  had  a  diameter  of 
1-259  of  a  millimetre.  The  second  (Tube  A)  had  a  diameter 
of  0'9289  of  a  millimetre. 


Table  IV. 


No.  of 
Experi- 
ments. 

Pluid  used. 

Diameter 
of 
Tube. 

Lenstli 

of 
Tube. 

Tempera- 
ture. 

Pressure. 

Time  of 
Flow  of 
100  Cubie 

Cents, 
in  Seconds. 

Tube  C. 

mm. 

mm. 

mm. 

43 

Water 

1-259 

914- 

6017 

42-10 

44 

Water 

II 

l» 

39°-5C 

jj 

39-43 

45,  46 

Venous  blood  of  calf 

it 

3S°-8 

589-0 

54'9 

Venous  blood  of  calf,  ) 

46,  47 

defibriiiated  and  ar-  V 

J, 

II 

f) 

>, 

S3'" 

terial   .       .       .  ) 

48,  49 

Arterial  blood  of  calf 

Jt 

»f 

60-07 

50 
51-53 

Water 

Arterial  blood  of  calf 

Tube  A. 
0'92S9 

>i 

914- 
», 

38°-S 

601-7 

69-4 
i6o-i 

From  this  experiment  it  would  appear  that  the  rate  of  flow 
of  blood  just  drawn  from  the  vessels  of  a  living  animal  is  very 
much  greater  than  the  rate  of  flow  of  blood  which,  having  been 
defibrinated,  has  been  allowed  to  stand  for  some  time,  as  was 
the  case  in  experiment  40.  In  defibrinated  blood  the  corpuscles 
tend  undoubtedly  to  run  together,  and  the  masses  thus  formed 
by  their  coherence  must  necessarily  account  for  the  extreme 
slowness.  The  pure  and  perfectly  warm  blood  flowed,  indeed,, 
more  rapidly  than  did  the  serum  obtained  from  ox-blood,  which 
had  been  used  in  a  previous  experiment.  In  experiments  36, 
37,  38,  and  39,  it  was  found  that  the  time  of  flow  of  equal 
quantities  of  serum  and  water  was  represented  by  the  ratio  of 
1-4:1.  In  experiments  43-49,  it  was  found,  on  the  other 
hand,  that  the  rate  of  flow  of  equal  quantities  of  pure  blood  and 
water  were  represented  by  the  ratio  of  1-3  :  i. 

In  a  former  part  of  this  paper  we  stated  that  the  diameters  • 
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of  the  tubes  used  by  us  differed  from  those  of  Poiseuille  in  being 
much  wider. 

As  was  previously  stated,  the  French  author  found  that  in 
capillary  tubes  of  different  diameter,  the  quantity  of  fluid  flow- 
ing in  equal  times  through  equal  lengths,  varies  not  as  the 
squares,  but  as  the  fourth  power  of  the  diameters.  In  the  tubes 
used  by  us,  in  the  experiment  above  described,  the  diameter 
was  such  that  tlie  quantities  of  water  flowing  through  equal 
lengths  were,  cmteris  paribus,  as  the  squares  of  the  diameters. 
It  is  interesting  to  observe  in  connection  with  experiments 
43-53  inclusive,  that  whilst  the  amount  of  water  flowing 
varied  very  much  as  the  squares  of  the  diameters,  the  quantity 
of  blood  flowing  through  the  two  tubes  did  not  obey  this  law ; 
thfe  blood  being  retarded  in  its  flow  more  than  water,  though  by 
no  means  to  such  an  extent  as  to  show  that,  for  it,  the  tubes 
obeyed  Poiseuille's  law. 

IV. — On  the  Pressure  reqiiircd  to  force  Blood'clot  through  Tiibcs 

of  Narroxo  Diameter. 

The  clot  used  was  obtained  by  allowing  ox's  blood  to  coagu- 
late, and  separating  it  from  serum. 

Exp.  54. — In  this  experiment  a  tube  having  a  diameter  of 
I  "162  millimetre  was  used.  Although  subjected  to  the  whole 
atmospheric  pressure  (700  mm.)  none  of  the  clot  would  pass 
through  the  tube. 

Exp.  55  and  56. — In  this  experiment  the  same  clot  was 
used,  but  a  difTerent  tube.  The  clot  was  found  freely  to  flow 
through  the  tube,  which  had  a.  diameter  of  2-00  millimetres. 

In  experiment  5  5  the  pressure  of  a  column  of  mercury  24 
inches  high  was  employed.  In  experiment  56  that  of  a  column 
29  inches  high  was  required. 

Y.—On  the  Late  of  Mow  of  Milk  and  Urine  through 
Narroxo  Tules. 

The  results  of  these  experiments  are  shown  in  the  annexed 
table.  It  will  be  observed  that  two  tubes  were  employed  in 
the  determination  of  the  rate  of  flow  of  milk,  whilst  the  two  sets 
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of  experiments  with  uviue  were  performed  with  one  tube.  The 
rate  of  How  of  urine  is  shown  to  be  ahnost  identical  with  that 
of  water,  whilst  the  rate  of  flow  of  milk  is  about  the  same  as 
that  of  water  when  a  large  tube  is  used,  but  much  slower  when 
a  tube  of  narrow  diameter  is  employed. 


Tube  A. 


Fluid  used. 

Diameter 
of  Tube. 

Lengtli 
of  Tube. 

Tempera- 
ture. 

Pressure. 

Time  of  Flow 
of  100  Cubic  Cents, 
in  Seconds. 

mm. 

mm. 

mm. 

Water 

•928 

914 

i7°-C 

6oi'97 

69*2 

Urine,  sp.  gr.  1018  . 

)) 

II 

)) 

71-3 

Urine,  sp.  gr.  1007  . 

11 

j> 

70-3 

Cow's  Milk 

i> 

1) 

24°-6 

594-3 

90-3 

Tube  C. 


Fluid  used. 

Diameter 
of  Tube. 

Length 
of  Tube. 

Tempera- 
ture. 

Pressure. 

Bate  of  Flow 
of  100  Cubic  Cents, 
in  Seconds. 

ram. 

15" 

mm. 

Water 

1-259 

914 

601  '97 

42T 

Cow's  Milk 

)> 

5  J 

27° 

38-1 

Goat's  Milk  . 

)  > 

)) 

22^ 

36-09 

INDEX. 


A 

Abdomex,  conditions  of,  3 

retentive  power  of,  see  Pressure  rela- 
tions 

Abdominal  walls,  fat,  419 

Abernethy,  on  the  constitutional  origin 

of  local  disease,  163,  217 
Abortion,  402 

from  adhesions,  248 

imperfect,  16 

missed,  16,  23 

missed,  course  of  events  in,  23 
monthly,  51 
of  one  of  twins,  16 
putrid,  24 
threatened,  i6,  131 
Abrasions  of  nymphse  and  vestibule, 
181 

Abscess,  187 

chronic,  long  persistence  of,  if  un- 
opened, 253 

discharge  of  gas  from,  481 

fisces  in,  255,  480 

fcetid  and  ftecal,  parametnc  and 
perimetric,  479 

gurgling  in  an,  479 

of  Cowper's  gland,  179 

of  mamma  of  infants,  136 

parametric,  98,  234,  235,  250,  4S0 

passage  of  lieces  out  of,  482 

perimetric,  98,^  233,  333 

sources  of  gas  in,  481 
Absence  of  internal  genital  organs,  123 

of  kidneys  and  bladder,  73 
Adhesion,  tucking  of  bowels  by,  115 
Adhesions,  92,  225,  248,  380 

mechanism  of  removal  of,  225,  248 
Adolescence,  174 
Adspiration,  55 
Adspiratoiy  force,  56 
After-pains,  104,  143 
Age,  166,  174 

Albuminuria  of  parametritis,  239 

persistent  or  intermittent,  275 
Alcoholism,  a  cause  of  vaginitis,  163 


Aloes,  128 
Alum,  140 

Amaurosis  of  icterus  gravis,  299 
Amenorrhoea,  99,  122,  134,  293 

beneficent,  122 

treatment  of,  126 
Ausemia,  123,  308 
Aneesthetics,  26 
Anasarca,  125 
Ano- vulvar  region,  173 
Antiphlogistics,  244 
Antiseptics,  26 

Anus,  congenital  smallness  of,  89 

incision  of,  158 

valve-like  obstruction  of,  89 
Applications  for  vulvitis,  182 
Areolar  inflammation   and  slonghin 
176 

Arthritis  of  gonorrhcca,  162 
Ascites  of  foetus,  74 
Ascent  of  cervical  mucus,  142 
Ash  well.  Dr.,  471 
Astringent  lotions,  strong,  44 
Atresia  of  anus,  86 

of  genital  canal,  54,  63,  99 

of  half  a  double  uterus,  105 

of  one  tube,  105 

of  OS  uteri,  99 

of  vulva,  173 
Atrophy  of  lower  limb,  15 
Atthill  Dr.,  498 
Axillary  suppuration,  177 


B 

Back-ache,  442 

Bailly,  M.,  496 

Ball-valve  scybala,  91 

Bandage  for  relaxed  pelvic  joints,  26S 

Bartholin,  glands  of,  186 

Baudelocque,  495 

Bearing  down,  7,  57 

Bernutz,  220,  359 

Bi  -manual  examination,  208 
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Bismuth  carbonate,  171,  1S2 
Bladder,  4,  5 

a  non-existent  (useless)  organ,  290 

absence  of  irritation  of,  288,  289 

air  in,  287 

cancer  of,  289 

catarrh  of,  281 

contracted,  252,  see  tumour-hke 
dimensions  of,  5,  103,  291,  399 
elasticity  of,  5,  291 
extroversion  of,  81 
fffices  discharged  through,  242 
inflammation  of,  251,  291 
irritahle,  131,  253,  277,  281 
irritable,  due  to  gravel,  282 
irritable,  sin-gical  essays  on,  279 
length  of,  in  chronic  cystitis,  291 
measurement  of,  291 
not  evacuated  by  contractions,  57, 
291 

over-distension  of,  283,  288,  399 
physical  examination  of,  290 
polypus,  mucous  or  fibrous,  of,  184, 
292 

pouching  of,  79 
pressure  or  distortion  of,  287 
prolapse  of,  through  the  urethra,  421 
spreading  of  irritation  to,  131,  251 
tenderness  of,  5,  291 
tumour-like,  5,  58,  291,  451 
ulceration  of,  290 

Blisters,  216,  244 

Blood,  brown,  135 
tairy,  192 
■watery,  128 

Blue  discoioration  of  icterus  gravis,  304 

Boivin,  Mme.,  496 

Bone,  neuralgia  of,  437 

Bones,  pelvic,  6 

Boracic  acid,  55 

Borax,  182 

Bougie,  uterine,  6,  151,  502 

Bougies,  graduated,  urethral,  292 

Bowel,  rupture  of,  93 

Bowels,  obstruction  of,  308,  330 

Breath,  ffeculent,  96 

Bright's  disease,  251 

Burns,  496,  499 

Burton,  497 

c 

Calculus,  74,  271,  273 

in  ureter,  73 
Callipers,  26  .     .  , 

Cancer  of  genitals,  retention  m,  76 

pelvic,  346 

pelvic,  diagnosis  of,_  349 
Cancerous  wounds,  healing  of,  345 


Cannabis  indica,  139 
Cantharides,  127 

Cases  mistaken  for  abdominal  cysts,  1 1 5 

mistaken  for  pregnancy,  104 
Castor  oil  and  turpentine,  96 
Catheter,  female,  118 
Catheterism,  112 

frequent,  85 
Caustic,  galvano,  198 

potash,  45 
Cautery,  actual,  Paquelin's,  45,  107,  198, 

.343 

Cavity  of  three  dimensions,  49 
Cazeaux,  496 

Cervical  mucus  filling  cavity  of  uterus, 
142 

mucus  hanging  into  uterus,  143 
mucus  hanging  out  of  uterus,  142 
Cervix,  acquired  atresia  of,  48,  99 
acute  catarrrh  of,  39,  131 
areolar  hyperplasia  of,  45,  340 
canalization  of,  446 
cancer  of,  46,  131,  258,  336,  487 
cancer  of,  absence  of  symptoms  of, 
339 

cancer  of,  acute,  338 

cancer  of,  commencement  of,  336, 

337  ^  ^ 

cancer  of,  discharges  of,  330 
cancer  of,  duration  of,  337,  338 
cancer  of,  hsemorjhage  of,  337 
cancer  of,  reduction  of  foitor  of,  336 
cancer  of,  symptoms  of,  339 
cauliflower  excrescence  of,  344 
cauterization  of,  44 
chronic  catarrh  of,  39,  47,  1 31 
chronic  catarrh  of,  a  disease  of  the 

third  rank,  40 
chronic  inflammation  of,  340 
dilatation  of,  5,  446 
erosion  of,  45,  131 
erosion  with  hypertrophy,  45 
excision  of,  343 
hypei  trophy  of,  45 
incision  of,  313 
inversion  of,  424 
mechanical  tlilatation  of,  502 
mechanical  dilatation  of,  amount  of 

expansion  by,  503,  506 
mechanical    dilatation    of,  force 

necessary  for,  503 
mechanical  dilatation  of,  time  re- 
quired for,  503,  508 
nodular,  46 

obstructed  by  mucus  or  blood  clots, 
148 

red  patch  on,  46 

red"J)atch  on,  in  adult  fcetus,  46 

rigidity  of,  6,  313 

rigidity  of,  in  chronic  inversion,  425 
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■Cervix,  scarification  of,  128 

stricture  of,  6,  99 

syphilitic  hypertropliy  of,  341 

"ulceration"  of,  39,  46,  209 

uteri,  4,  40 
Cliailly,  496 
Chalybeates,  12S 
(^hampneys.  Dr.,  485 
(Jluipman,  497 
Charcot  pain,  206 
Chlorah'sm,  164 

Chloroform  in  painful  labours,  1 55 
Chlorosis,  123,  125,  136 
Chorion,  adherent,  199 
Clarke,  496 

Classification  of  diseases,  nosological, 
257 

of  diseases,  pathological,  257 
Clitoris,  sympathy  between,  and  uterine 

horns,  153 
Clot  of  hydroperitoneum,  1 1 1 
Clots,  ii"i,  135 

Coagula,  intra-uterine,  menstrual,  458 

intra-uterine,  puerperal,  467 
Coccus  vaginre,  170 
Coccygodynia,  260 

Coccyx,  dislocation  backwards  of,  263 

dislocation  forwards  of,  264 

inflammation  of,  260 

periosteitis  of,  260 
Cold  a  lijemostatic,  139 

sweats  and  vomiting  of  dysmenor- 
rhoea,  150 

to  produce  contraction  of  uterus,  71 
Coldstream,  Dr.,  498 
Collins,  Dr.,  471,  498 
Colotomy,  92,_  97,  330,  348 
Coma  of  pernicious  vomiting,  297 

of  urasmic  eclampsia,  304 
Conditions  of  patient,  subjective,  9 

when  first  labours  easier  than  later 
ones,  36 
Conjugate,  diagonal,  31 

external,  30 

measurement  of,  a  single  criterion, 
27 

true,  31,  37 
(consistence  of  organs,  210 
Constipation,  86 

Constrictor  vaginaj   and    levator  ani 

affected,  152 
Contrast  of  successive  labours  in  cases 

of  healthy  and  slightly  deformed 

pelvis,  35 
Corpus  luteum,  138,  205 
Countenance  dull,  96 
Cowper's  ducts,  186,  191,  441 
ducts,  goiion-hoea  of,  180 
glands,  inflammation  of,  175,  178, 

179 


Cows,  relaxation  of  joints  in,  268 
Cracks,  ribbon-like,  417 
Cretinoid  disease,  166 
Cupping  uterus,  128 
Curette,  53 

Cyst,  rupture  into  bowel,  97 
Cystocele,  1S6,  413,  421 

strangulation  of,  432 
Cysfomatitis,  379 
Cystitis,  278,  291 

gonorrhceal,  291 
Cysts,  185,  365 

of  neck,  186,  188 

of  peritoneum,  186 

of  vagina,  189 . 

ovarian,  372 

ovarian,  accidents  and  diseases  of, 
377 

ovarian,  adhesions  of,  380 
ovarian,  cancerous,  383 
ovarian,  dermoid,  375 
ovarian,  diagnosis  of,  373 
ovarian,  dormant,  384 
ovarian,  fluid  of,  372 
ovarian,  glandular,  373 
ovarian,  hemorrhage  into,  63 
ovarian,  inflammation  of,  378 
ovarian,  malignant,  383 
ovarian,  multilocular,  proliferating, 
372 

ovarian,  papillary,  373 
ovarian,  paracentesis  of,  381,  385 
ovarian,   regurgitation  and  extra- 
vasation of  faeces  into,  392 
ovarian,  rupture  into  bowel,  393 
ovarian,  symptoms  of,  374 
ovarian,  terminations  of,  327,  377, 
382 

ovarian,  traumatic  inflammation  of, 
382 

ovarian,  twisting  of,  377 
ovarian,  urgent  cases  of,  382 
pai-ovarian,  365 
parovarian,  characters  of,  367 
parovarian,  fluid  of,  366 
parovarian,  proliferating,  366 
parovarian,  size  of,  367 


D 

Death  from  lisemon-hage,  308 
from  pain,  353 

sudden,  in  icterus  gravis,  302 
Docidua,  putrid,  48 

separation  and  discharge  of,  with* 
out  abortion,  16 
Decoct,  papaveris,  171 
Djcrepitude,  174 
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Pefieciition,  57,  421 
Degrees  of  I'alsoliood,  434 
Delamotte,  495 

Doliiium  from  constipation,  96 
Dermatitis,  175 
Desceniliiig- neuritis,  15 
Diai)etes,  166,  285 

a  cause  of  vaginitis,  164 

insipidus,  dihitalioii  of  ureters  and 
kidneys  in,  80,  81 
Diagnosis,  by  exclusion,  361 

direct,  361 

retrospective,  49 
Diaplioretics,  149 

Diiiirlicea  of  perimetritis  and  parame- 
tritis, 254 
Digitalis,  139 

Discliar£;e,  glairy  albuminous,  43 

milky  white,  43 
Discharges,  foetid,  319 

purulent,  320 
Diseases  of  diseases,  333 

remote,  15 

superinduced,  333 
Displacement  systeu),  42 
Displacements,  acquired,  404 

analogy  of  hernia  to,  405 

complications  of,  408 

congenita],  404 

cure  of,  412 

disappearance  of,  412 

minor,  403 

pressure  symptoms  of,  40S 
principles  of  treatment  of,  41 1 
symptoms  of,  407 

Distension  of  bladder  of  fojtus,  74 

Diuretics,  116 

Dnherty,  220 

Douglas's  poucli,  descent  of,  486 
pouch,  enlargement  of,  486 
pouch,  hydatids  in,  491 
pouch,  morbid  anatomy  of,  485 
pouch,  repletion  of,  489 

Dubois,  496 

Dnpuytren's  valvular  theory,  4S3 
Duverney,  glands  of,  186 
Dysentery  of  ])erimetritis  and  parame- 
tritis, 254 

Dysmenorrboea,    duration  of  pain  in 
spasmodic,  143 
exfoliative  or  membranous,  144 
inflammatory,  141 
mechanical  or  obstructive,  141 
membranous,  57 
jicuralgic,  141 
ovarian,  141 
renal,  271 
proper,  141 
simple  cases  of,  146 
spasmodic,  14,  104,  141,  511 


Dysmenorrboea,  temporary  cessation  of, 
146 

Dyspareunia,  154,  207,  210,  277 


E 

ECC:11YM0SIS,  358 

of  mucous  membrane  of  uterus,  136 
Eclampsia,  cholasmic,  299 

uriBmic,  299,  308,  311 

ursemic,  not  caused  by  pressure  on 
kidneys  and  renal  vessels,  75 
Eczema,  156 
Elephantiasis,  197,  256 
Emansio  mensinm,  123 
Embolism,  20,  72 

Embryology  of  genito-urinary  tract,  272 
Emmenagogues,  127 
Emollient  injections,  171 
Endocystomatitis,  379 
Endometritis,  17,  47,  49,  131,  132,  164 

a  cause  of  adherent  placenta,  48 

a  cause  of  hydrorrhoea  gravidarum, 
48  _ 

atrophicans,  52 

catarrhal,  47,  48 

cervical,  47,  131 

chronic,  51,  131 

coi'poreal,  49,  131,  212 

croupous,  47 

decidiialiy,  20,  47 

diphtheritic,  48 

fungosa  et  tuberosa,  52,  200 

granular,  50,  131 

hfemorrhagic,  131 

bypertrophica,  17,  47 

hypertropbica,  in  connection  with 
typhoid  fever,  17,  48 

menstrual,  51,  131 

of  fibroids,  51,  320,  333 

of  fundus,  47 

puerperal,  48 

purulenta,  17,  48,  320 

rarity  of,  50 

senile,  48 

senile,  causing  suspicion  of  cauccr, 

48  _ 
sloughing,  48 
tubera  in,  48 
Endometrium,  adenomatous  malignant 

outgrowth  of,  53 
Enemata,  96 

Enormous  oedema   of  .ibdominal  flap, 
180 

Enteritis,  causing  retention  of  fiBCCs,  86 
Enthusiasms,  41,  403 
Episiorapliy,  420 

Epiihelioma  of  body  of  uterus,  49,  131 
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Epochs,  1 66,  174 
Ergot,  138 

Erotic  excitement    an  emmenagogue, 
128 

Erythema,  175 

Evidence  that  a  pain  is  gynsecological, 
12 

Examination,  bimanual,  4,  7 
Experiments  on   pressure   required  to 

force  blood  clots  througli  narrow 

tubes,  527 
on  rate  of  How  of  some  fluids  through 

narrow  tubes,  520 
Expulsion  of  intra-uterine  tent  or  pessary, 

142 


F 

Fack,  lupus  of,  194 

l''acial  abscess,  97 

i^eces,  accumulation  of,  86 

and  air  passed  per  vaginam,  484 

bits  of,  88 

(^'ggiig  out,  89,  96 

extravasation  of,  97 

infarction  of,  96 

passed  by  mouth  for  foi'ty  years,  86 
passed  through  the  urethra,  349 
reflux  of,  86 
regurgitation  of,  86,  97 
retention  of,  86,  90,  loi,  347 
retention  of,  without  accumulation, 
86 

ribbon-like,  93 
Fallopian  tube,  canalization  of,  446 

tube,  catheterization  of,  449 

tube,  cauterization  of,  449 

tube,  dilatability  of,  449 

tube,  hygroma  of,  55 

tube,  open,  445 

tube,  patency  of,  447 

tube,  passage  of  a  lumbricus  through 
a,  449 

tubes,  diseases  of,  6 

tubes,  disease  of,  diagnosis  of,  6 

tubes,  retention  of  mucus  iu,  55 
Fenestrated  hypertrophy,  197 
Fertility  prevented  by  ovaritis,  215 
Fibroid,  commencement  of  a,  144 

obstructing  ureters,  82 

retroversion  of,  76,  332,  401 

spontaneous  enucleation   of,  200, 
318,  320,  332 
Fibroids,  76,  82,  92,  97,  119,  131,  141, 
201,  229,  307,  315,326,  375,  423 

abscess  around,  333 

abscess  inside,  333 

absoi-ption  of,  310,  313,  330. 


Fibroids,  afiecting  pregnancy,  334 
avulsion  of,  322 
calcification  of,  en  coque,  308 
capsule  of,  324 

complicating  labour  and  abortion, 
334 

continued  growth  of,  after  meno- 
pause, 329 
contractions  of,  141 
cj'stic,  or  fibro-cystic  tumours,  307, 

375 

dendritic  calcification  of,  331 
diminution  of,  by  treatment,  310, 

313,  335     ,     ^  . 
dissolution  and  solteuiug  01,  331 

enucleation  of,  313 

excision  of,  314 

failure  to  ascend  above  pelvis,  332 
hasmatocele  of,  334 
htemorrhage  of,  334 
imbedded  or  intra-niural,  307 
incision  of,  325 

inducing  growth  of  mucous  polypi, 
334 

inflammation  and  sloughing  o\,  308, 

•  332,  340 
lymphatigiectatic,  306 
ojderaatous,  tapping,  325 
oophorectomy  for,  334 
peritonitis  of,  308,  333 
rate  of  growth  of,  330 
separation  of,  by  adhesion  to  remote 

viscus,  331 
sphacelus  of,  332 
sphacelus  of,  by  ergot,  332 
spontaneous  diminutioa  of,  330 
strangulation   of,   by   twisting  of 

pedicle,  331 
telangiectatic,  306  . 
terminations  of,  326 
uniform  or  complete  calcification  of, 

331 

uterine  soutBe  of,  309 

wound,  lacerated,  of,  325 

wound  of,  325 
Flanks,  pain  in,  84 
Flexions,  396 

Fluctuation,  3,  114,  115,  369 
Fluid,  feeling  of,  3,  114,  369 
Flushings,  14 

Foetid  menstrual  discharges,  64 
Foetus,  a  slightly  viscous  mass,  57 

maceration  of,  23 

mummification  of,  23 

papyraceous,  17 

parcel  like,  17,  23 

putrefaction  of,  23,  24 
Follin,  365 
Forceps,  27 

cases,  27 
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Fossa  navicularis,  distension  of,  loi 
Fourchctte,  fissure  of,  155,  431 

rod  spot  on,  1 55 
Fround,  492 
Friction,  224 

1 

G 

GAinnxEH,  Prof.,  371 
Gallic  and  tannic  acids,  136 
Garrulitas  vulvre,  167 
Garson,  Dr.,  489 
Gartner,  ducts  of,  186,  191,  365 
Gas,  foetid,  in  abtcenses,  253,  390,  480 
Gastric  irritation  of  fibroids,  308 
Genital  nerve  centre,  123 
Genito-urinary  tuberculosis,  165 
Gin  and  water  for  dysmenorrhoja,  149 
*  Glairy  secretions,  50 

Glenard,  experiments  of  M.,  451,  501 
Globose  cavity,  50 
Godson,  Dr.,  48 1 
Gonorrhoeal  rlieuraatism,  162 
Graafian  cysts,  211 
'     follicles,  ruptures  of,  390  • 
Gravid  uterus,  ante  version  of,  397 

retroversion  of,  76,  92,  248,  283, 

289,  396 
retroversion  of,  causes  of,  399 
retroversion  of,  diagnosis  of,  401 
retroversion  of,  persistent,  248 
retroversion  of,  terminations  of,  401 
retroversion  of,  treatment  of,  401 
retro  verted,  replacement  of,  398 
retroverted,  strangulation  of,  402 
Green  sickness,  125 
Guaiacum,  1^9 

H 

Haddon,  Dr.,  464,  498 
Hojmataucben,  102,  106 
Hematocele,  diagnosis  of,  360 
quantity  of  fluid  in,  loi 
retro-uterine,  63,   loi,  131,  220, 

311.  334>  358,  401,  448 
source  of  blood  in,  359 
terminations  of,  362 
treatment  of,  363 

Hamatocolpos,  63,  102,  106,  186 
unilateral,  187 

Hsematoma,  63,  358,  364 

Hffimatometra,  59,  63,  99,  102,  106 

Hicmatosalpinx,  63,  102,  106 

Hsematuria,  107,  289 

Hsemopliilia,  137,  452 

Hsemorrliage,  132,  167,  201,  202,  242, 
255.  297.  307.  318.  324,  392 


Hremorrhago,  arrest  of,  by  plugging,  71 
arrest  of,  by  styptics,  71 
fatal,  in  parametritis,  255 
secondary,  203 

without  displacement  of  previous- 
clot,  65 
Hart,  Dr.  Ikrry,  489 
Heart  disease  and  pregnancy,  300 
Heat  as  a  lioBmostalic,  139 
Hegar,  496 

Hernia  commencing,  436 
Herpes  of  vulva,  181,  311 
Hewitt,  Dr.  Graily,  464 
Hicks,  Dr.  Braxton,  474 
Hip-bath,  127,  149 
Hippocrates,  127 
History,  i 
Hodge  pessary,  413 
Hohl,  496 

Hospitals,  obstetric,  26 
Hot  douche,  171 

force  necessary,  171 

to  produce  contraction  of  uterus,  71 
Hour-glass  contraction  should  be  called 

hour-glass  expansion,  67 
Huguier,  186,  365 
Hunter,  John,  225 
Hydrargyri  perchloiidi  liquor,  216 

unguent,  250 
Plydrocele,  188 

Hydronephrosis,  234,  251,  275 
Hydroperione,  47 
Hydroperitonenni,  90,  109 

nature  of  fluid,  110 

of  ovarian  cysts,  109 

of  pregnancy,  109 

of  the  young,  109 

slight,  diagnosis  of,  1 13,  114 
Hydrops  foUiculi,  211 

tubfe  profluens,  55,  441 
Hydrothorax,  109,  110,  iiS 

with  hydroperitonenni,  iiS 
Hymen  after  a  birth  at  term,  417 

inflammation  of,  177 

imperforate,  100 
Hypertrophies,  156 

of  lupus,  196 
Hypoplasia,  124 
Hysterectomy,  85,  326,  342 

opponents  of,  328 
Hysterin,  403 

urine  in,  75,  283 


I 

Icterus  gravis,  296,  298 

treatment  of,  301 
Ichthyosis  of  labia,  181 
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Imperfect  plug,  139 

Impregnation  under  extraordinary  cir- 
cumstances, 56  _ 
Indelicacy  of  examination,  267 
India-rubber  bag,  502 
Inertia,  27,  29  .      r  ^ 

Infants,  spurious  menstruation  ot,  130 
Inflammation,  importance  of,  217 
Inflammatory  diathesis,  163 

oedema,  176 
Ingleby,  Dr.,  471 
Inhibition,  66 

Inhibitory  action  over  sphincter  vesiCJe, 

.58 

Insanity,  14 

Internal  genital  organs,  inflammation  of, 
126 

Intertrigo,  181 

Intestinal  hernia,  4S7 

Intestino-vesical  fistula,  350 

Intussusception,  86 

Iodide  of  iron,  syrup  of,  116 

Iodine,  tincture  of,  50,  72,  140  _ 

Iron  perchloride  causing  sloughing,  20 

injection  of,  20,  72,  140 

tanning  by,  20,  72 
Ischuria,  73 
Itching,  i8i 

J 

Jactitation  and  restlessness  of  icterus 

gravis,  304 
Jaundice  causing  abortion,  298 

causing  death  of  fcetus,  29S 

during  pregnancy,  298 

fcetus  tinted  by,  298 

of  pregnancy,  297 
Jones,  498 
Jiirg,  496 

K 

KiDNEi',  aching,  270 

aching,  albuminuria  of,  273 
aching,  treatment  of,  273 
floating,  273 

pressure  on,  during  pregnancy,  294 
Kidneys,  disease  of  in  peri-  and  para- 
metritis, 254 

displaced,  obstructing  labour,  272 
Kilian,  496 

Knee-elbow  position,  402 
L 

Labia,  hypertrophy  and  oedema  of,  f75, 
181 

inflammation  of,  173 


Labia,  a2dema  of,  180,  187 

scaliness  of,  181 

varix  of,  187 

warts  of,  181 
Labium,  neuralgia  of  a,  436 
Labour,  divisions  of  difficult,  27 

methods  of  delivery  in  difficult,  27 

missed,  21 

urination  during  first  stage,  77 
Lacerations,  133 
Lachapelle,  471 

Lallemaud's  porte-caustiquc,  49 
Laryngismus,  cesophagisiuus,  152 
Lawrence,  217 
Laycock,  Professor,  231 
Lead  iodide,  ointment  of,  46 
Lee,  Eobert,  496,  498 
Leeches,  216,  250 
Legg,  Dr.  Wickham,  452 
Leptothrix  vaginre,  170 
Lethargy  of  pernicious  vomiting,  297 
Levator  ani,  spasm  of,  causing  incar- 
ceration of  penis,  153 

spasm   of,  causing  obstruction  to 
labour,  153 
Lies,  medical,  434 
Liquor  amnii,  absorption  of,  23 

plumbi  diacetatis,  171 
Lithotomy  scoop,  96 
Liver,  cirrhosis  of,  294 

deformity  of,  293 

diseases  of,   in   gynaacology  and 
obstetrics,  293 

fatty,  and  amenorrhrea,  293 

folded,  tight-lace,  295 

hypereemia  of,  294 

yellow  atrophy  of,  298 
Localities  of  abdomen,  2 
Lochial  catarrh,  48 
Lotio  nigra,  198 

Lupus,  92,  156,  161,  163,  166,  193,278, 
280,  341 
alrophicus,  195 

coloration  of  parts  affected  by,  ig6 
constitutional  treatment  of,  loS 
diagnosis  from  cancer,  197 
exedens,  195 
hsemorrhagic,  196 
hypertrophicus,  195 
inflammation  caused  by,  197 
inguinal  glands  affected  in,  197 
maximus,  193,  280 
minimus,  166,  193 
pudendi,  microscopic  structure  of, 

shrinking,  absorption   and  disap* 

pearance  of  parts  in,  195 
stricture  caused  by,  197 
syphilitic,  195  i 
treatment  of,  198 
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Lupus  ulcerosus,  195 

Lying  clown,  diminishing  pain,  407 

"Lying-in-bed"  treatment,  223,  249 


M 

Maixtexance  of  vitality  of  placental 

niaiis,  19 
Males,  lupus  rare  in,  193 
Mamma,  diffuse  suppuration  of,  177 
Maygrier,  496 
McClintock,  Dr.,  468 
Mechanical  displacements  of  womb,  217, 

415 

ireatment,  149 
Mechanism  of  labour,  abnormal,  27 
Medical  systems,  41 
Medicine  and  morals,  128 
Meigs,  496 

Menorrhagia,  128,  167 

and  metrorrhagia,  distinctions,  134 

ofchmacteric,  137 

of  heart  disease,  137 

of  liver  disease,  137 

of  lung  disease,  137 

of  pregnancy,  137 

of  recent  marriage,  137 

pathology  of,  135 

quality  of,  135 

quantity  of,  134 

symptoms  of,  130 
Menses  letained,  average  quantity  of, 

lOI 

retained,  dangers  of  operation  for, 
io8_ 

retention  of,  99 

suppression  of,  126 

suppression  of,  treatment  of,  126 
Menstrual  coagula,  intra-uterine,  458 

molimen,  126 
Menstruation,  122 

a  disease,  122 

ancient  superstition  about,  129 

delay  of,  123 

vicaiious,  122,  129 
Mercurials,  198 
Merriman,  496 
Metrorrhagia,  131,  167 
Metrostaxis,  127 
Milk  secretion  in  infants,  136 
Minor  ailments,  434 

gynjccology,  41,  434 
Miscarriage,  274,  300 

evidence  of,  137 

imperfect,  17 

missed,  17 
Mistakes,  351  * 
Mitral  regurgitation,  25,  300 


Morgagni,  365 

Mucous  membrane  of  uterus,  myxoma- 
tous hypertrophy  of,  52 
Mucus  in  urine,  283 

retention  of,  54,  100 
Miiller,  365 
Myrrh,  128 
Myxcedema,  166 


N 

Nabotiiian  glands,  201 

Name  of  a  disease  without  precise  scien- 
tific meaning,  130 

Naming  a  disease  by  its  chief  symptom, 
130 

Nature,  trust  to,  27 

Necrosis  of  bone  in  parametritis,  253 

Negative  symptoms,  122 

Ndlaton,  retro- uterine  hasmatocele  of, 

222,  358 
Neuritis  of  parametritis,  240 
Neuroses,  141,  152 
New  sensation  called  a  pain,  10 
Nodes  of  connective  tissue,  439 
Noma  vulvas,  173 

Nomenclature  of  diseases,  130,  218,  257, 

306,  316  _ 
"  Not  cancer "    diagnosis,  importance 

of,  104 
Novelties  in  practice,  426 
in  principle,  426 


0 

Obtueator  foramen,  extension  of  abscess 

through,  237,  244 
Odynometer,  10 
Old  clots,  65 

Oldham,  case  of  morbid  pregnane}-,  397 
Olshausen,  52,  366,  461 
Omentum,  malignant  tumours  of,  iiS 
Oophorectomy,  205,  313,  326 
Open  Fallopian  tube  and  cervix  uteri, 
445 

Operations   of   complaisance,   and  of 

necessity,  385 
Opisthotonos,  153 
Opium  habit,  149 
Orchitis,  215 

Orthopiedic  apparatus,  necessity  for  in 

parameiritia,  255 
Os  uteri,  external,  minute,  59,  148 

internal,  147 
Osiander,  496 
Osteomalacia,  33 
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Ostco-sarcoma,  32 
Ovarian  apoplexy,  63 

cyst,  bursting  of,  118,  382,  388 

C3'st,  suppuration  of,  208,  377 

dropsy,  372,  380 

irritation,  206 

neuralgia,  206 
Ovaries,  cirrhosis  of,  21  r 

colloid  or  alveolar  cancer  of,  376 

cysto-fibroma  of,  376 

cysto-sarcoma  of,  376 

detached,  248 

double  solid  tumour  of,  117* 
feeling  the,  2,  6,  210,  488 
fibroma  of,  376 

irritation  from  presence  of  small 

cyst  of,  24 
malignant  tumours  of,  118,  376 
prolapse  of,  207,  210,  488 
sarcoma  of,  376 

termination  of  cysts  of,  327,  377, 

Ovariotomy,  details  of,  385 

proper  time  for,  394 

selection  of  cases  for,  385 

success  of,  384 
Ovaritis,  40,  49,132,  170,205 

a  complication  of  pyeemia,  205 

acute,  207 

causes  of,  214 

chronic,  40,  207 

follicular  or  parenchymatous,  213 
frequency  of  relapses  in,  212 
frequency  of  sterility  in,  212 
interstitial  or  stromatous,  213 
of  alcohol,  214 
of  cholera,  214 
of  fevers,  214 
of  gonorrhoea,  215 
of  rheumatism,  214 
of  typhoid,  214 
subacute,  207 
Ovary,  adhesions  around,  213,  225 

converted  into  a  yellow  purulent 

diffluent  mass,  206 
cystoma  of,  391 

cysts  of  the,  116,  229,  366,  372 
large  abscess  of,  208 
rupture  of,  63,  390 
serous  cysts  of,  391 
tumours  of  the,  92,  116,  119,  376, 
488 

OvuUne  structures,  evidence  of,  137 
Ovum,  decomposition  of,  24 

P 

Paget,  Sir  James,  217 
Tain   absent    in  great  dilatation  of 
bladder,  84 


Pain  caused  by  pressure  on  buttocks, 
259 

caused  by  pressure  on  pennseum, 
259 

causing  a  different  amount  of  suf- 
fering to  different  women,  10 
constant,  il 
degrees  of,  1 1 
left  infra-mammary,  14 
persistent,  1 1 
renal,  14 

renal  and  sciatic,  271 

renal  and  ureteral,  271 
Painful  sitting,  257 

walking,  257 
Pains,  9,  143 

Paracentesis,  112,  1 1 7,  344,  366 

antiseptic,  117 

improved  trocar  for,  118 
Para-colpitis  dissecans,  161 
Paralysis  after  parametritis,  256 

of  bowel  causing  retention  of  fteces, 
86 

Parametric  abscess,  234,  235 

abscess  in  middle  third  of  lliigh, 
244 

Parametritis,  49,  92,  98,  119,  131,  205, 
217,  234,  247,  272,  333,  479 

anterior,  245,  251 

atrophicans,  So,  249,  251 

chronic,  239 

decubitus  of,  240 

direction  of  extensions  of,  236 

during  pregnancy,  249 

emaciation  of,  240 

erj'sipelatous,  234 

exteusions  of,  236,  272 

extensions  of,  either  mechanical  or 
vital,  236 

gangrenous,  234 

indurations  of,  248 

inguinal,  238 

kinds  of,  234 

of  the  suet,  238 

psoas,  238,  255,  256 

rate  of  disappearance  of,  249 

remote,  235 

remote,  without  continuity,  241 
retraction  of  the  thigh  in,  240,  2 56 
sequelaj  of,  256 
terminations  of,  247 
the  use  of  the  knife  in,  244 
treatment  of,  244 
Parchment-like  skin,  181 

Parenchymatous  degei,ieration  of  great 

glands,  296 
Pathological  resemblances,  173 
Poultices,  244 
Podiculi  pubis,  182 
Pediluvium,  127 
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Pulvic  abscess,  220 

cavity  divisible  into  four  parts,  213 

collulitis,  21S 

liiscia,  236 

peritonitis,  21S 
Pelvimetry,  29 

method  of,  30 
Pelvis,  abnormal,  26 

bony,  malignant  disease  of,  192 

deformed  26,  77 

measurements  of,  30 

rickety,  33 

small,  26 
Pendulous  belly,  21,  397 
Pericystomatitis,  37S 
Perimetritis,  14,  98,  119,  131,  151,  164, 
205,  217,  224,  247,  258,  333,  401, 
479 

adhesive,  221,  224 

adhesive,    absence    of  important 
symptoms,  226 

chronic,  349 

kinds  of,  224 

purulent,  224,  233 

remote,  230 

retro-uterine,  22S 

serous,  119,  224,  227 

terminations  of,  247 

tumours,  size  of,  226,  247 
Perinseal  sweating,  440 
Perinffium,  414,  416,  430 

acutest  cancer  of,  430 

cancer  of,  430 

definition  of,  430 

diseases  and  injuries  of,  430 

herpes  of,  430 

ruptured,  efi'ects  of,  432 

ruptured,  treatment  of,  432 
Perineal  hernia,  187 
Perioophoric  abscess,  207,  390 
Peritoneal  cavity,  descent  of,  486 
Peritoneum,  absorption  of  fluid  by,  jio, 
393 

affected  in  lupus  of  uterus,  196 
cancer  of,  120 

covered  with  white  lymph,  n6 

effusion  of  fluid  by,  110 

foetid  gas  in,  95 

rough  or  granular,  116,  224 

ruptures  of,  308,  391 

tubercular,  117 
Peritonitis,  106,  115,  308,  392 

acute,  352 

cancerous,  121,  308 

chronic,  115,  168,  308,  352 

pernicious,  108 
Pessaries,  227,  404,  409,  419 

anteflexion,  410 

galvanic,  410 

intra-uterine,  125,  410 


Pessaries,  stem,  410 

uses  of,  409 
Pessary,  disc  and  stem,  419 

Zwanck,  419 
Philosophy,  medical,  274 
Phlebolites,  391 

Phlegmasia  dolens,  15,  333,  339 
Phlegmon  parametric,  220,  221, 234,  250 
Piles,  operation  for,  causing  atresia,  90 
Pirogoff;  487,  489 
Placenta  adherent,  199 

projecting  bosses  of,  24 

retained,  496 

thrombosed  cotyledons  of,  274 
Placental  bruit,  309 
Polarity  of  bladder,  66 

of  rectum,  66 

of  uterus,  66,  319 
Polypi,  adenomatous,  317 

and  tumours,  retiring  of,  319 

cystic,  317 

molluscous,  317 

mucous  and  muscular  envelopes  of, 

200,  324 
origin  of,  315 
situation  of,  315 
sloughing  of,  318 
true,  317 

upward  growth  of,  316 
vaginal,  316 
vulvar,  316 
Polypus,  channelled,  20I 
decidual,  65,  131 
false,  199,  200,  317 
fibrinous,  68, 131, 199,  317,  4S5>  472 
fibro-cellular,  201 
fibrous,  200 
glandular,  201 

imprisoned  above  cei-vix,  201 
malignant  adenomatous,  199 
mucous,  52,  131,  201,  309,  321 
mucous,  difficulty  of  detection,  201 
placenta],  65,  131,  199,  317 
removal  by  avulsion,  202,  322 
removal  of  large,  by  cutting  wedges, 
202 

removal  of  large,  by  spiral  cut,  202 

removal  of  large,  by  splitting  peri- 
nteum,  202 

retraction  of  pedicle  of,  203 

small  sessile,  199,  340 

symptoms  of,  201 

treatment  of,  202 

uteri,  1S4,  199,  315 
Polyuria,  84,  400 
Portio,  cavities  of,  40 
Position  of  patient,  English  obstetrical,  7 

of  patient,  erect,  7 
Position  of  patient,  lithotomy,  7 
Potash,  bromide  of,  216 
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Potash,  iodide  of,  216 
Pouched  bowel,  88 
Pregnancy,  66,  234 

effects  of  heart  disease  on,  25 

end  of,  21,  22 

extra-uterine,  391 

occurring  during  amenorrhoea,  124 

morbid,  310 

protracted,  20 

recent,  and  aching  kidney,  270 
recent,  and  retention  of  blood,  64 

Pressure,  negative,  112,  113 

Pressing  out  piles,  8 
uterus,  8 

Pressure  relations  of  abdomen,  79,  405, 

412,  415,  419,  490 
Priestley,  Dr.,  502 
Primiparee,  174 
Probe,  uterine,  25,  309 

uterine,  hollow,  140 
Procidentia,  417,  491 

size  ot  uterus  in,  417 
Progressive  gangrene,  175 

suppuration,  175,  176 
Prolonged  menstruation,  retained  blood 

mistaken  for,  69 
Pruritus,  175,  iSi 
Pseudo-menstnuition,  49,  131 
Psoas  muscle,  destruction  of,  256 
Pudendal  hernia,  187 
Pudendum,  carcinoma  of,  193 

erysipelas  of,  174 

inflammation  of,  173 

lupus  of,  193,  194 

pruritus  of,  194 

sloughing  of,  1 74 

tumours  and  cysts  of,  184 
Pudic  nerve,  section  of,  1 58 
Pugh,  Dr.,  497 

Pultaceous  fulness  of  abdomen,  87 
Pulv.  arayli,  182 

cretas,  182 
Purgatives,  warm,  128 
Purpura,  129 
Pus,  putrid,  244,  253 
Pyaemia,  222,  255 

chronic,  255 
Pyelitis,  273 
Pyometra,  54,  99 
Pyonephrosis,  251,  270,  275 

fatal  rupture  of,  277 

treatment  of,  277 


R 

Eamsbotham,  Dr.  John,  468,  495 
Eecamier,  reintroduciion  of  speculum 

by,  41 


Eectocele,  vaginal,  89,  421 
Eecto-vaginal  abscess,  178 

hernia,  187 
Eectum,  cancer  of,  92 

distension  of,  489 

examination  of,  5 

examination  of,  in  virgins,  6 

inflammation  of,  25 1  . 

obstruction  of,  251 
Eeeve,  457 
Eeflux  of  fluid,  108 
Eegion,  epigastric,  87 
Eegions  of  abdomen,  2 
Best,  138,  215,  223 
Eetained  urine,  characters  of,  400 

specific  gravity  of,  75,  84,  400 
Eetention  of  blood,  63,  99,  192 

of  blood  in  virgin  uterus,  64,  69 

of  clots  in  cases  of  cancer  of  uti.ra3, 

of  clots  in  cases  of -fibroid,  70 
of  menses,  63,  99 
of  niense.s,  bilateral,  106 
of  menses,  natural  termination  of, 
106 

of  menses,  treatment  of,  io5 

of  menses,  unilateral,  106 

of  menstrual  clots,  69 

of  mucus,  mechanism  of,  55 

of  urine,  73,  loi,  330,  348,  39S 

of  urine,  complete,  symptoin.s  of,  76 

of  urine   during   second  stage  of 

labour,  77 
of  urine  in  badly  constructed  bladder 

79. 

of  urine  in  fcetus,  73 

of  urine,  of  fever,  79 

of  urine,  of  hysteria,  79,  84 

of  urine,  of  the  insane,  79 

of  urine  sometimes  capricious,  85 

Eetentive  power  of  abdomen,  56,  79 

Eetro-pharyngeal  abscess,  177 

Eheumatism,  162 

Eigby,  502 

Eokitansky,  C,  461,  491 
Eound  ligament,  237 


s 

Sacrache,  126,  407,  442 
Sacral  nerves,  irritation  of,  339 
Sacro-coccygeal  joint,  affections  of,  261 
Sacro-iliac  joint,  rheum  of,  438 
joints,  relaxation  of,  267 
joints,  rheumatism  of,  269 
Sacro-sciatic   ligaments,   affections  of, 
261 

ligaments,  division  of,  262 
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Sacrum,  angular  curvature  of,  35 

fracture  of,  265 

increased  curvature  of,  399 
Sagittal  tlimensions,  2 
Saline  purgatives,  139,  149 
Sallow  face,  96 
Saprremia,  97,  108,  205,  333 
Savine,  127 
ScbmiJtmann,  496 
Scliulhof,  464 
Schultze,  498 
Scissors,  cui-veJ,  202 
Scorbutus,  137 

Scrapings  of  uterine  mucous  membrane, 
52 

Scybala,  88,  90,  348 

Secondary    post-partuiu  lisemorrliage, 

65,  68 
Seiler,  496 
Senescence,  174 
Septicciemia,  107,  108,  203,  231 
Sexual  desire,  absence  of,  154 
.  diseases,  178 

pleasure  not  necessary  for  concep- 
tion, 155 

repugnance,  154 
Sickness  (nausea)  and  vomiting,  14 
Siebold,  T.  Von,  496 
Sigmoid  flexin-e,  griping  pain  in,  93 

obstruction  of,  251 

the  most  frequent  seat  of  fiecal 
accumulation,  87 
Signs,  9 

abdominal,  i 

pelvic,  4 
Silver  nitraie,  171,  182 
Simpson,  Prof,  489 
Sinuses  of  peri-  and  para-metritis,  252 
Size  of  organs,  210 
Skfildberg,  Dr.,  45 
Sloughs,  174 

Sluggishness  of  genital  system,  123 
Smellie,  497 
Sorbcfacients,  362 

Spasm  of  volinitary  muscles  during  par- 
turition, 155 

Spasmodic  asthma,  144 

Spasms  of  uterus  induced  by  touch, 
147 

Spaying,  122,  21 1,  216 
Speculum,  41,  43 
duckbill,  43 
Spoon  handle,  for  digging  out  faeces, 

Spondylolisthesis,  266 
Squeezing  out  retained  menses,  108 
Statistics,  use  of,  28 
Sterility,  52,  150,  212,  449 

production  of,  449 
Stillicidium  uriuje,  290 


Stomatitis,  ulcerous,  181 
Strangulation  causing  retention  of  fseces, 
86 

Strangury,  79,  127 
Strong  expulsion,  56 
Styptics,  140 

Submaxillary  suppuration,  171 
Suicidal  mania  of  dysmenorrhoua,  151 
Sulphuric  acid,  138 
Supervention  of  sexual  desire,  158 
Suppression  of  urine,  sudden,  73 
Surgically  unilocular  cyst,  115 
Swelling,  concave,  7 
convex,  7 

of  kidney  and  suet,  272 
Sympathies,  bladder,  286 
mammary,  14 
uterine  and  ovarian,  13 
uterine  and  ovarian,  protean  group 
of,  13 

Symphysis  pubis,  relaxation  of,  267 
Symptomatic  castle-building,  15 
Symptoms,  9 

absence  of,  368,  419,  423 

area  of  direct,  12 

direct  or  proximate,  9,  10,  1 1 

essential,  103,  368 

hysterical,  9 

imaginary,  103 

indirect  or  remote,  9,  13 

negative,  122 

regarded  as  disease,  9 

suggested,  103 
Syphilis,  99,  341 


T 


T-BANDAGE,  42O 

Tait,  Prof,  502 
Tapping,  dry,  369 

Temporary  ovaiitis  and  endometritis  ot 

fevers,  165 
Tension  the  cause  of  pain,  105 
Tents,  5,  322,  502 

method  of  action  of,  512 
Thin,  Dr.,  on  histology  of  lupus  pudendi, 

194 

Thrombus,  358 
Tickling,  88 
Tight-lacing,  293 
Tinct.  benzoini  comp.,  1S2 
Tobacco  infusion,  1S2 
Tranverse  colon,  scybala  in,  90 
Treatment  instrumental,  29 
Trichamonas  vaginre,  170 
Tumours  and  cysts  of  vagina  and  puden- 
dum, 184 
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Tumours  causing  pressure,  330 
intra-cervical,  315 
intra-utorine,  315 


U 


Ulc'ekations  of  lupus,  195 
Underhill,  Dr.,  485 
Unguentiim  acidi  boracici,  1S2 

acidi  liydrocyanici,  182 

bismuthi,  182 

zinci,  182 
TIniloeularity  of  cj'sts,  370 
Urpemia,  84,  299 
Urea  of  foetus,  74 
Ureter,  kinking  of,  80 

obstruction  of,  by  cancer,  8  r 

obstruction  of,  by  fibroids,  82 
Ureteral  fistula,  75 

retention,  74,  85,  251 

retention,  incomplete,  75 
Ureteritis,  251 

Ureters,  closure  of  vesical  oiifices  of, 
81 

congenital  deformity  of,  So 
ligature  of  both,  75 
obstruction  of,  74,  75,  79,  251, 
308 

Uretlira,  4 

caruncle  of,  156,   193,  194,  196, 

278,  286 
cyst  of,  288 
dilatation  of,  76,  280 
dilatation  of,  in  cases  of  retention, 

fibrous  polypus  of,  184 
hj'pertropliy  of,  169 
impaction  of  calculus  in,  74 
inflammation  of,  165 
migration  of  calculus  from.  74 
orifice  of,  132 
pouch  of,  186 
stricture  of,  76,  270,  279 
stricture  of,  congenital,  280 
sympathy  of,  and  fundu.s  of  bladder, 
153 

Urethrocele,  74,  187 
Uric  acid,  282 
Ui-ination,  57,  242 

frequency  of,  75,  282 

of  children,  frequent,  8r 
Urine  containing  fat  and  hair,  284 

incontinence  of,  80,  287 

limpid  or  clear,  83 

of  chronic  cystitis,  165 


Uterus,  acute  flexion  of,  145 

atrophy  of  mucous  membrane,  with 

arrest  of  function  of,  51 
body  of,  5  .  .  „ 

cancer  of,  and  periraetntis,  258 
cancer  of  body  of,  49,  131,  34^ 
cancer  of  body  of,  diagnosis,  351 
cancer  of  body  of,  mode  of  death, 
352 

cancer  of  body  of,  nodular,  353 
catarrhal  condition  of,  144 
catheterization  of,  7,  25,  352 
chronic  inflammation  of,  40 
chronic  inversion  of,  202,  318,  422 
chronic  inversion,  with  a  fibroid, 
202 

contractions  of,  71,  141,  143 
contractions  of,  tonic  or  clonic,  143 
cubical  contents  of,  458 
deformity  of,  320 

denudation  of,  in  menstruation,  136 
descent  of,  404,  415,  418 
dilatation  of,  64,  65,  73,  136,  201, 

234,  312,  321,  480 
displacement  of  7,  145,  147,  396, 

403,  409,  415 
expansion  of  59,  64,  65,  70,  99, 

320 

extreme  expansion  of  gi-avid,  474 

fibrous  tumours  of,  306,  see  Fibroids 

fixation  of,  250 

floating  of,  415 

force  necessary  to  expand,  58 

hypertrophy  of,  147 

introduction  of  carboUzed  hand  long 

after  delivery,  493 
inversion  of,  involution  after,  423 
inversion  of,  symptoms,  423 
inversion  of,  time  of  occurrence  of, 

422 

inverted,  acute  replacement  of,  428 
inverted,  chronic  replacement  of, 
428 

inverted,  replacement  of,  426 
inverted,  replacement  of,  cause  of 

difficulty  of,  427 
inverted,  replacement  of,  method  of, 

428 

invei-ted,  sloughing  of,  424 
inverted,  spontaneous  replacement; 

of,  424 
inverted,  treatment  of,  425 
involution  of,  20,  472 
involution,  rapidity  of,  20 
irritable,  218 
lateral  obliquity  of,  79 
ligaments  of,  415 
lupus  of,  196 

malignant  adenoma  of,  355 
malignant  tumours  of,  n8,  131 
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Uterus,  malignant  ulceration  of  cavity  of 
body  of, 

mcasmiiig  one  inch  and  a  half, 
.147 

mishlinpen  by  fibroids,  406 
'  3T1UCUS  of,  62,  142 

muscular  outgi'owtha  of,  203,  325 

normal  rigidity  of,  404 

open  and  expanded  cavity  of,  320 

open  sinus  of,  308,  334 

partial  inversion  of,  316,  424,  429 

position  of,  210 

procidentia  of,  186,  415 

l)ressure  relations  of,  142 

relaxation  of,  136,  404 

retraction  of,  28,  66,  71 

retroverted  and  prolapsed,  413 

sarcoma  of,  339 

f-inuses  of,  307,  391 

siual.est  size  of,  for  successful  preg- 
nancy, 124 

spontaneous  dilatation  of  virgin, 
450 

straightening  or  putting  up  the, 
411 

structure  of,  54 
tonic  contraction  of,  71 
ulceration  of,  39,  41 
versions  of,  404 


V 

"Vaoixa,  cancer  of,  132 

diphtheritic  membrane  on,  418 
fibrous  polypus  of,  185 
follicular  inflammation  of,  162 
foreign  bodies  in,  61 
involution  and  retraction  of,  108 
mapped,  marbled,  or  mottled,  162 
new,  106 

phagedsenic  ulceration  of,  161 

plugging  the,  139,  337 

punctate  or  granulate,  167 

lirocidentia  of,  421 

stricture  of,  168 

stricture  of  orifice  of,  174 

tonic  spasm  of,  152 

tumour  of,  185 

tumours  and  cysts  of,  184 

ulceration  of,  418 

vibrios  of,  170 
Vaginal  cystocele,  421 

discharge,  none  in  health,  61 

irrigation,  139 

lotions,  44,  62,  170,  171 

orifice,  ulceration  of,  1 56 
Yaginismus,  152,  278 


Vagmismus,  inveterate  nature  of,  155 
primary,  152 
secondary,  152,  155 
treatment  of,  157,  159,  160 
treatment  of,  by  excision,  160 
uncomplicated,  154. 
unilateral,  153 

Vaginitis,  132,  156,  161 

a  part  of  an  extensive  disease, 
164 

acute,  156,  i6r,  162 
chronic,  156,  161,  i68 
diphtheritic,  161 
dry,  168 

emphysematosa,  167,  172,  191  - 

erysipelatous,  161 

local  or  constitutional,  162 

lupous,  recurring,  165 

pustular,  162 

senile,  48,  61,  167 

ulcerous,  162 

venereal?  or  not  venereal  ?  170 
Venereal  indulgence,  443 
Version,  27 
Versions,  404 
Vesical  distension,  489 
Vesico-vaginal  abscess,  187 

fistula,  290,  418 

lieraia,  187 
Vestibule,  eczema  of,  194 
Vicious  circle,  129 
Virginity,  signs  of,  417 
Virgins,  examination  of,  410 

hymen  of,  417 
Vinilent  gonorrhoea,  177 
Vitalistic  doctrine,  217 
Volsella,  5,  202 

Vomiting  of  pregnancy,  pernicioua,  296 
of  pregnancy,  uncontrollable,  severe, 
29s 

of  pregnancy,  uncontrollable,  slight, 
29s 

uncontrollable,  311 
Vulva,  fatty  tumour  of,  184 

fibrous  polypus  of,  184 

fibrous  tumour  of,  185 

impetigo  of,  177 

papular  eruption  of,  177 

pedunculated  cyst  of,  184 

sebaceous  cysts  of,  189 

varicose  veins  of,  133 

varicose  veins  of,  rupture  of,  133 
Vulvar  folliculitis,  173 

secretion,  retention  of,  52 
Vulvitis  caused  by  dirt,  178 

diabetic,  181 

follicular,  173 

infantum,  175,  177 
Vulvo-vagiuiil  glands,  179 
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W 

Walking  increasing  pain,  407 
Wandering  of  ova,  449 
Watery  discliarge,  65 

gushes,  441 
West,  Dr.,  457,  459 
White,  Dr.,  495 
Whitehead,  Dr.,  451 
Whites,  42 


Winckel's  patliology,  Chadwick's  trans- 
lation, 461 
Wyllie,  Dr.,  488 


Zixc  alum,  45 

ointment,  182 
sulpho-carbolate,  121 
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ROYAL  COLLEGE  OF  SURGEONS. 

CATALOGUES   OF  THE  MUSEUM. 
Twenty-three  separate  Catalogues  (List  and  Prices  can  be  obtained  of  J.  &  A.  ChurchU-L). 

GUY'S  HOSPITAL. 

REPORTS   BY  THE   MEDICAL  AND   SURGICAL  STAFF. 
Vol.  XXVI.,  Third  Series  (1883).    7s.  6d. 

LONDON  HOSPITAL. 

PHARMACOPCEIA  OF  THE   HOSPITAL.  3s. 

CLINICAL   LECTURES   AND   REPORTS  BY  THE  MEDICAL  AND 
SURGICAL  STAFF.    Vols.  I.  to  IV.    7s.  6d.  each. 

ST.  BARTHOLOMEW'S  HOSPITAL. 

CATALOGUE  OF  THE  ANATOMICAL  AND  PATPIOLOGICAL 
MUSEUM.  Vol.  I.— Pathology.  15s.  Vol.  II.— Teratology,  Anatomy 
and  Physiology,  Botany.    7s.  6d. 

ST.  GEORGE'S  HOSPITAL. 

REPORTS   BY   THE   MEDICAL  AND   SURGICAL  STAFF. 

The  last  Volume  (X.)  was  issued  in  1880.    Price  7s.  6d. 
CATALOGUE   OF   THE   PATHOLOGICAL   MUSEUM.  153. 
SUPPLEMENTARY   CATALOGUE  (1882).  Ss. 

ST.  THOMAS'S  HOSPITAL. 

REPORTS   BY   THE  MEDICAL  AND   SURGICAL  STAFF. 
Annually.     Vol.  XL,  New  Series  (1882).     7s.  6d. 

IVIIDDLESEX  HOSPITAL. 

CATALOGUE  OF  THE  PATHOLOGICAL  MUSEUM.  12s, 

ROYAL  LONDON   OPHTHALMIC   HOSPITAL.  | 

REPORTS   BY  THE  MEDICAL  AND   SURGICAL  STAFF. 
Occasionally.    Vol.  X.,  Part  III.  (August,  1882).  5s. 

OPHTHALMOLOGICAL  SOCIETY  OF  THE  UNITED  KINGDOM. 

TRANSACTIONS. 

Vol.  II.  (1881-2).    i2s.  6d. 

IVIEDICO-PSYCHOLOGICAL  ASSOCIATION. 

JOURNAL  OF  MENTAL  SCIENCE. 

Quarterly.    3s.  6d.  each,  or  14s.  per  annum. 

PHARMACEUTICAL  SOCIETY  OF  GREAT  BRITAIN. 

PHARMACEUTICAL  JOURNAL  AND  TRANSACTIONS. 

Every  Saturday.    4d.  each,  or  20s.  per  annum,  post  free. 

BRITISH   PHARMACEUTICAL  CONFERENCE. 

YEAR  BOOK  OF  PHARMACY. 

In  December.  los. 

BRITISH   DENTAL  ASSOCIATION. 

JOURNAL    OF    THE    ASSOCIATION    AND    MONTHLY  REVIEW 
OF  DENTAL  SURGERY. 
On  the  15th  of  each  Month.    6(1.  each,  or  7s.  per  annum,  post  free. 
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Practical  Anatomy  : 

A  Manual  of  Dissections.  By  Christopher 
Heath,  Surgeon  to  University  College 
Hospital.  Sixth  Edition.  Revised  by 
RiCKMAN  J.  GODLEE,  M.S.  Lond., 
F.R.C.S.,  Demonstrator  of  Anatomy  in 
University  College,  and  Assistant  Surgeon 
to  the  Hospital.  Crown  8vo,  with  24 
Coloured  Plates  and  274  Engravings,  153. 

Wilson's  Anatomist's  Vade- 
Mecum.  Tenth  Edition.  By  George 
Buchanan,  Professor  of  Clinical  Surgery 
in  the  University  of  Glasgow ;  and  Henry 

E.  Clark,  M.R.C.S.,  Lecturer  on  Ana- 
tomy at  the  Glasgow  Royal  Infirmary 
School  of  Medicine.  Crown  8vo,  with 
450  Engravings  {including  26  Coloured 
Plates),  i8s. 

Braune's  Atlas  of  Topographi- 
cal Anatomy,  after  Plane  Sections  of 
Frozen  Bodies.  Translated  by  Edward 
Bellamy,  Surgeon  to,  and  Lecturer  on 
Anatomy,  &c.,  at,  Charing  Cross  Hos- 
pital. Large  Imp.  8vo,  with  34  Photo- 
lithographic Plates  and  46  Woodcuts,  40s. 

An  Atlas  of  Human  Anatomy. 

By      RiCKMAN      J.      GODLEE,  M.S., 

F.  R.C.S.,  Assistant  Surgeon  and  Senior 
Demonstrator  of  Anatomy,  University 
College  Hospital.  With  48  Imp.  4to 
Plates  (112  figures),  and  a  volume  of  Ex- 
planatory Text,  8vo,  £,6,  14s.  6d. 

Surgical  Anatomy : 

A  series  of  Dissections,  illustrating  the 
Principal  Regions  of  the  Human  Body. 
By  Joseph  Maclise.  Second  Edition. 
52  folio  Plates  and  Text.    £■},  12s. 

Medical  Anatomy. 

By  Francis  Sibson,  M.D.,  F.R.C.P  , 
F.R.S.  Imp.  folio,  with  21  Coloured 
Plates,  42s. 


Anatomy  of  the  Joints  of  Man. 

By  Henry  Morris,  Surgeon  to,  and 
Lecturer  on  Anatomy  and  Practical  Sur- 
gery at,  the  Middlesex  Hospital.  8vo, 
with  44  Lithographic  Plates  (several  being 
coloured)  and  13  Wood  Engravings,  16s. 

Manual  of  the  Dissection  of  the 

Human  Body.  By  Luther  Holden, 
Consulting  Surgeon  to  St.  Bartholomew's 
Hospital.  Edited  by  John  Langton. 
F.R.C.S.,  Surgeon  to,  and  Lecturer  on 
Anatomy  at,  St.  Bartholomew's  Hos- 
pital. Fifth  Edition.  8vo,  with  208 
Engravings.  20s. 

By  the  same  A  uthor. 

Human  Osteology. 

Sixth  Edition,  edited  by  the  Author  and 
James  Shuter,  F.R.C.S.,  M.A.,  M.B., 
Assistant  Surgeon  to  St.  Bartholomew's 
Hospital.  8vo,  with  61  Lithographic 
Plates  and  89  Engravings.  i6s. 

Also. 

Landmarks,  Medical  and  Surgi- 
cal. Fourth  Edition.  8vo.  \In  the  Press. 

The  Student's  Guide  to  Surgical 
Anatomy.  By  Edward  Bellamy, 
F.R.C.S.  and  Member  of  the  Board  of 
Examiners.  Third  Edition.  Fcap.  8vo, 
with  81  Engravings.    7s.  6d. 

The  Student's  Guide  to  Human 

Osteology.  By  Wiijjam  Warwick 
Wagstaffe,  late  Assistant  Surgeon  to 
St.  Thomas's  Hospital.  Fcap.  8vo,  with 
23  Plates  and  66  Engravings.    los.  6d. 

The  Anatomical  Remembran- 
cer ;  or.  Complete  Pocket  Anatomist. 
Eighth  Edition.    32mo,  3s.  6d. 
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Diagrams  of  the  Nerves  of  the 

Human  Body,  exhibiting  their  Origin, 
Divisions,  and  Connections,  with  their 
Distribution  to  the  Various  Regions  of 
the  Cutaneous  Surface,  and  to\all  the 
Muscles.  ]iy  \V.  11.  Fi.owKK,  F.R..S., 
F.  R.C.S.  Third  Kdition,  with  6  Flates. 
Royal  4to,  1 2s. 

Atlas  of  Pathological  Anatomy. 

By  Dr.  Lancereaux.  Tran.slated  by 
W.  S.  GuEENKiELD,  M.D.,  I'rofessor 
of  Pathology  in  the  University  of  Edin- 
burgh. Imp.  8vo,  with  70  Coloured 
Plates,  £s  5s. 
A  Manual  of  Pathological  Ana- 
tomy. By  C.  tlANDi'iELD  Jones, 
M.B.,  F.R.S.,  and  E.  H.  Sieveking, 
M.D.,  F.R.C.P.  Edited  by  J.  F. 
Payne,  M.D.,  F.R.C.P.,  Lecturer 
on  General  Pathology  at  St.  Thomas's 
Hospital.  Second  Edition.  Crown  8vo, 
with  195  Engravings,  1 6s. 

Post-mortem  Examinations : 

A  Description  and  E.xplanation  of  the 
Method  of  Performing  them,  with  especial 
reference  to  Medico-Legal  Practice.  By 
Prof.  ViRCHOW.  Translated  by  Dr.  T. 
P.  Smith.  Second  Edition.  Fcap.  8vo, 
■  with  4  Plates,  3s.  6d. 

The  Human  Brain  : 

Histological  and  Coarse  Methods  of  Re- 
search. A  Manual  for  .Students  and 
Asylum  Medical  Officers.  By  W.  Bevan 
Lewis,  L.R.C.P.  Lond.,  Deputy  Medi- 
cal Superintendent  to  the  West  Riding 
Lunatic  Asylum.  8vo,  with  Wood  En- 
gravings and  Photographs,  8s. 

Manual  of  Physiology : 

For  the  use  of  Junior  .Students  of  Medi- 
cine. By  Gerald  F.  Yeo,  M.D., 
F.R.C.S.,  Professor  of  Physiology  in 
King's  College,  London.  Crown  8vo, 
with  300  Engravings,  14s. 

Principles  of  Human  Physi- 
ology. By  W^  B.  Carpenter,  C.B., 
M.D.,  F.R.S.  Ninth  Edition.  By 
Henry  Power,  M.B.,  F.R.C.S.  8vo, 
with  3  Steel  Plates  and  377  Wood  Engrav- 
ings, 31S.  6d. 

Syllabus  of  a  Course  of  Lectures 

on  Physiology.  By  Phii,ip  H.  Pye- 
Smith,  B.A.,  M.D.,  F.R.C.P.,  Physician 
to  Guy's  Hospital.  Crown  8vo,  with 
Diagrams  and  an  Appendix  of  Notes  and 
Tables,  5s. 

Sanderson's  Handbook  for  the 
Physiological  Laboratory.  By  E. 
Klein,  M.D.,  F.R.S.  ;  J.  Burdon- 
.Sanderson,  M.D.,  F.R.S.  ;  Michael 
Foster,  M.D.,  F.R.S.  ;  and  T.  Lauder 
Brunton,  M.D.,  F.R.S.  8vo,  with  123 
Plates,  24s. 

A  Treatise  on  Human  Physi- 
ology. By  John  C.  Dalton,  M.D. 
Seventh  Edition.  8vo,  with  252  Engrav- 
ings, 20s. 


AText-Bookof  Medical  Physics, 

for  the  U.se  of  Students  and  Practitioners 
"1  ,^'=''"='"«=-  %  Jo'iN'  C.  Draper, 
M.D.,  LL.D.,  Professor  of  Chemistry 
and  I'hysics  in  the  Medical  Department 
of  the  University  of  New  York.  With  377 
Engravings.    8vo,  iSs. 

Histology  and  Histo-Chemistry 

of  Man.  By  Heinricii  Frey,  Pro- 
fessor of  Medicine  in  Zurich.  Translated 
by  Akthuk  E.  J.  Barker,  Assistant 
Surgeon  to  University  College  Hospital. 
8vo,  with  608  Engravings,  21s. 

The  Law  of  Sex. 

By  G.  B.  Starkweather,  F.R.G.S. 
With  40  Illustrative  Portraits.    8vo,  i6s. 

Manual  of  the  Laws  Affecting 
Medical  Men.  By  Rout.  G.  Glenn, 
LL.B.,  Barrister-at-Law.  With  a  Chapter 
on  Medical  Etiquette,  by  A.  Carpenter, 
M.D.    8vo,  14s. 

Medical  Jurisprudence  : 

Its  Principles  and  Practice.  By  Alfred 
S.  Tavlor,  M.D.,  F.R.C.P.,  F.R.S. 
Third  Edition,  by  Thomas  Stevenson, 
M.D.,  F.R.C.P.,  Lecturer  on  Medical 
Jurisprudence  at  Guy's  Hospital.  2  vols. 
8vo,  with  188  Engravings,  31s.  6d. 
By  the  same  Author. 

A  Manual  of  Medical  Jurispru- 
dence. Tenth  Edition.  Crown  Svo, 
with  55  Engravings,  14s. 

Poisons,  Also. 

In  Relation  to  Medical  Jurisprudence  and 
Medicine.  Third  Edition.  Crown  8vo, 
with  104  Engravings,  1 6s. 

Lectures  on  Medical  Jurispru- 
dence. By  Francis  Ogston,  M.D., 
late  Profe.ssor  in  the  University  of  Aber- 
deen. Edited  by  Francis  Ogston,  Jun., 
M.D.    8vo,  with  12  Copper  Plates,  i8s. 

A  Handy  Book  of  Forensic 
Medicine  and  Toxicology.  By  C. 
Meymott  Tidy,  M.D.,  F.C.S.,  and  W. 
Bathurst  Woodman,  M.D.,  F.R.C.P. 
8vo,  with  8  Lithographic  Plates  and  I16 
Engravings,  31s.  6d. 

The  Student's  Guide  to  Medical 
Jurisprudence.  By  John  Aber- 
CROMBiE,  M.D.,  Lecturer  on  Forensic 
Medicine  to  Charing  Cross  Hospital. 
Fcap.  Svo,  7s.  6d. 

Microscopical  Examination  of 
Drinking  Water  and  of  Air.  By 
J.  D.  Macdonald,  M.D.,  F".R.S.,  Ex- 
Professor  of  Naval  Hygiene  in  the  Army 
Medical  School.  Second  Edition.  Svo, 
with  25  Plates,  7s.  6d. 

Dress:    Its    Sanitary  Aspect. 

A  Paper  read  before  the  15righton  Social 
Union,  Jan.  30,  1880.  By  Bernard 
Roth,  F.R.C.S.    Svo,  with  8  Plates,  2s. 
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A  Manual  of  Practical  Hygiene. 

By  K.  A.  Parkes,  .M.D.,  I'.R.S.  Sixth 
Edition,  by  F.  DE  Chaumont,  M.D., 
F.R.S.,  Trofessor  of  Military  Hygiene  in 
the  Army  Medical  School.  8vo,  with 
numerous  Plates  and  Engravings.  l8s. 

A  Handbook  of  Hygiene  and 
Sanitary  Science.  By  Geo.  Wilson, 
M.A.,  M.D.,  F.R.S. E.,  Medical  Officer 
of  Health  for  Mid-Warwickshire.  Fifth 
Edition.  Crown  8vo,  with  Engravings, 
IDS.  6d. 

By  the  same  Author. 

Healthy     Life     and  Healthy 

Dwellings  :  A  Guide  to  Personal  and 
Domestic  Hygiene.    Fcap.  8vo,  Ss. 

Sanitary  Examinations 

Of  Water,  Air,  and  Food.  A  Vade- 
Mecum  for  the  Medical  Officer  of  Health. 
By  Cornelius  B.  P^ox,  M.D.,  F.R.C.P. 
Crown  Svo,  with  94  Engravings,  12s.  6d. 
Dangers  to  Health  : 

A  Pictorial  Guide  to  Domestic  Sanitary 
Defects.  By  T.  Pridgin  Teale,  M.A., 
Surgeon  to  the  Leeds  (Jeneral  Infirmary. 
Fourth  Edition.  Svo,  with  70  Lithograph 
Plates  (mostly  coloured),  los. 

Hospitals,  Infirmaries,  and  Dis- 
pensaries :  Their  Construction,  Inte- 
rior Arrangement,  and  Management; 
with  Descriptions  of  existing  Institutions, 
and  74  Illustrations.  By  F.  Oppert, 
M.D.,  M.R.C.P.L.  Second  Edition. 
Royal  8vo,  12s. 

Pay     Hospitals     and  Paying 

Wards  throughout  the  World. 
By  Henry  C.  Buruett,  late  Secretary  to 
the  Seamen's  Hospital  Society.    Svo,  7s. 
By  the  same  A  uthor. 

Cottage     Hospitals  —  General, 

Fever,  and  Convalescent :  Their 
Progress,  Management,  and  Work.  Second 
Edition,  with  many  Plans  and  Illustra- 
tions.   Crown  Svo,  14s. 

Hospital      Construction  and 

Management.  By  F.  J.  Mouat, 
M.D.,  Local  Government  Board  Inspec- 
tor, and  H.  Saxon  Snell,  Fell.  Roy. 
Inst.  Brit.  Architects.  In  2  Parts,  4to, 
15s.  each;  or,  the  whole  work  bound  in 
half  calf,  with  large  Map,  54  Lithographic 
Plates,  and  27  Woodcuts,  35s. 

Manual  of  Anthropometry  : 

A  Guide  to  the  Measurement  of  the 
Human  Body,  containing  an  Anthropo- 
metrical  Chart  and  Register,  a  Systematic 
Table  of  Measurements,  &c.  By  CHARLES 
Roberts,  F.R.C.S.  Svo,  with  numerous 
Illustrations  and  Tables,  8s.  6d. 
By  the  same  Author. 

Detection   of  Colour-Blindness 

and  Imperfect  Eyesight.  8vo,  with 
a  Table  of  Coloured  Wools,  and  Sheet  of 
Test-types,  5s. 


A    Manual    of  Psychological 

Medicine.  With  an  Appendix  of 
Cases.  By  John  C.  Bucknill,  M.D., 
F.R.S.,  and  D.  Hack  Tuke,  M.D., 
F.R.C.P.  Fourth  Edition.  Svo,  with  12 
Plates  (30  Figures)  and  Engravings,  25s. 

Illustrations  of  the  Influence  of 

the  Mind  upon  the  Body  in.. 
Health  and  Disease  :  Designed  to 
elucidate  the  Action  of  the  Imagination. 
By  Daniel  Hack  Tuke,  M.D., 
F.R.C.P.,  LL.D.  Second  Edition. 
2  vols,  crown  Svo,  15s. 

By  the  same  Author. 

Sleep-Walking  and  Hypnotism. 

Svo,  5s. 

AManualof  Psychological  Medi- 
cine and  Allied  Nervous  Dis- 
orders. By  Edward  C.  Mann,  M.D., 
Member  of  the  New  York  Medico-Legal 
Society.    With  Plates.    Svo,  245^ 

Mental  Diseases. 

Clinical  Lectures.  By  T.  S.  Clouston, 
M.D.,  F.R.C.P.  Edin.,  Lecturer  on 
Mental  Diseases  in  the  University  of 
Edinburgh.  With  S  Plates  (6  Coloured). 
Crown  Svo,  12s.  6d. 

The  Student's  Guide  to  the 
Practice  of  Midwifery.  By  D. 
Lloyd  Roberts,  M.D.,  F.R.C.P.,  Lec- 
turer on  Clinical  Midwifery  and  Diseases 
of  Women  at  Owen's  College ;  Obstetric 
Physician  to  the  Manchester  Royal  In- 
firmary. Third  Edition.  Fcap.  Svo,  with 
2  Coloured  Plates  and  127  Wood  Engrav- 
ings, 7s.  6d. 

Handbook  of  Midwifery  for  Mid- 
wives  :  By  J.  E.  Burton,  L.R.C.P. 
Lond.,  Surgeon  to  the  Hospital  for 
Women,  Liverpool.  Second  Edition. 
With  Engravings.    Fcap.  Svo,  6s. 

Lectures  on  Obstetric  Opera- 
tions :  Including  the  Treatment  of 
H:emorrhage,  and  forming  a  Guide  to 
the  Management  of  Difficult  Labour. 
By  Robert  Barnes,  M.D.,  F.R.C.P., 
Obstetric  Physician  to  St.  George's  Hos- 
pital. Third  Edition.  Svo,  with  124 
Engravings,  1 8s. 

By  the  same  Author. 

A  Clinical  History  of  Medical 

and  Surgical  Diseases  of 
Women.  Third  Edition.  Svo,  with 
Engravings.  the  Press. 

Clinical  Lectures  on  Diseases 

of  Women  :  Delivered  'in  St.  Bartho- 
lomew's Hospital,  by  J.  Matthews 
Duncan,  M.D.,   F.R.C.P.,  F.R.S.E. 

Second  Edition.    Svo,  14s. 

By  the  same  Author. 

Sterility  in  Woman. 

Being  the  Gulslonian  Lectures,  delivered 
in  the  Royal  College  of  Physicians,  in 
Feb.,  18S3.    Svo,  6s. 
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The  Student's  Guide  to  the 
Diseases  of  Women.  By  Alfhfu 
L.  Galahin,  M.D.,  F.R.C.P.,  Obstetric 
Physician  to  Guy's  Hospital.  Third  Edi- 
tion. Fcap.  8vo,  with  78  Engravings,  7s.  6d. 

West     on     the     Diseases  of 

Women.  Fourth  Edition,  revised  by 
th»  Author,  with  numerous  Additions  by 
J.  Matthews  Duncan,  M.D.,  F.R.C.P., 
F.R.S.E.,  Obstetric  Physician  to  St.  Bar- 
-    tholomew's  Hospital.    8vo,  i6s. 

Notes  on  Diseases  of  Women: 

Specially  designed  to  assist  the  Student 
in  preparing  for  Examination.  By  J.  J. 
Reynolds,  L.R.C.P.,  M.R.C.S.  Second 
Etlition.    Fcap.  8vo,  2s.  6d. 

By  the  same  A  iit/107: 

Notes  on  Midwifery  : 

Specially  designed  for  Students  preparing 
for  Examination.    Fcap.  8vo,  4s. 

Dysmenorrhoea,  its  Pathology 
and  Treatment.  By  Heywood  Smith, 
M.D.  Oxon.,  Physician  to  the  Hospital 
for  Women,  &c.  Crown  8vo,  with  En- 
gravings, 4s.  6d. 

Obstetric  Aphorisms  : 

For  the  Use  of  Students  commencing 
JVEidwifery  Practice.  By  Joseph  G. 
SwAYNE,  M.D.  Eighth  Edition.  Fcap. 
8vo,  with  Engravings,  3s.  6d. 

Obstetric  Medicine  and  Surgery  : 

Their  Principles  and  Practice.    By  F.  H. 
.  Ramsbotham,  M.D.,  F.R.C.P.  Fifth 
Edition.    8vo,  with  120  Plates,  22s. 

Schroeder's  Manual  of  Mid- 
wifery, including  the  Pathology  of  Preg- 
nancy and  the  Puerperal  .State.  Trans- 
lated by  Charles  H.  Carter,  B.A., 
M.D.    8vo,  with  Engravings,  12s.  6d. 

Influence  of  Posture  on  Women 

in  Gynecic  and  Obstetric  Practice.  By 
J.  H.  AVELING,  M.D. ,  Physician  to  the 
Chelsea  Hospital  for  Women.    8vo,  6s. 
By  the  same  AtttJior. 

The  Chamberlens  and  the  Mid- 
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